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INTRODUCTION 

i 

| 

j I. STATEMENT OF PURPOSE 

! 

! 

! The purpose of this paper is: first, to define neurosis from 

the perspective of the attempt to be omnipotent in the maintenance of 

i 

’ an idealized self-image. This psychological phenomenon of self¬ 
idealization will be linked to the theological issue of idolatry, the 

worship of a false absolute. Then the meaning of the presenting 

ii 

ii 

1 symptom in therapy will be discussed from the point of view of three 

different theorists. These views will be combined with an understand¬ 
ing of the symptom as a reflection of self-idealizing strategizing to 
form an integrative view of the deeper message of the symptom. 

Finally, the task of the initial therapeutic interview will be defined 
in terms of the need to begin to unveil to the patient this hidden 
meaning of his symptom. It will be shown that the therapist who is 
prepared in the first interview to carry out this task, who is pre¬ 
pared to treat a patient at the level of his deepest need, is the one 
who sees the problem of neurotic symptoms as extending into the realm 
of theology, the discipline concerned with ultimate commitments in 
life. 

II. METHODOLOGY 

j 

The methodology of the paper will consist of a theoretical dis¬ 
cussion, built upon literary research of the previously mentioned 
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themes. Clinical material from the author's own practice of pastoral 
psychotherapy will be integrated into the discussion to illustrate 
the basic themes of self-idealization, the idolatry of the idealized 
image, the deeper message of the symptom, and the task of the initial 
therapeutic interview. 

Several tape recordings of initial interviews will be analyzed 
with respect to the role and methods of the therapist so that the 
theoretical principles can be brought into critical contact with 
practical experience. The use of a pre-therapy questionnaire, devel¬ 
oped by the author and aimed at helping the therapist to be attuned 
to the patient's self-idealizing strategy prior to the first inter¬ 
view, will be discussed and illustrated. 

III. LIMITATIONS OF THIS STUDY 

It is the assumption of this paper that man is a being in 
depth, who, as existential, client-centered and psychosynthesis 
schools believe, is in the process of becoming. He has a real or 
potential self which is at the core of his being and which stands in 
contrast to his actual self-appraisal and the defensive self which he 
presents to others. Therapy can aim at touching various dimensions 
of and/or levels within the being of man. Some forms of therapy 
focus on reconditioning the patient with regard to specific emotional 
or physical symptoms. Other therapies help the patient by confront¬ 
ing and treating one specific reflection of neurosis such as incongru- 
ent communication, game-playing, or irresponsible behavior. There is 
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ji much consensus that such therapies often do cure symptoms and lessen 
neurotic behavior patterns, but they do not directly concern them- 

,i 

!■ selves with anything so basic or fundamental in man as the real self. 

This paper is concerned with therapy aimed at actualization of 

ji 

j the real self of the patient as contrasted to therapies which are more 

fl specialized but less deep in their purpose. When the term "patient" 

i is used, therefore, it will exclude persons who have become so dis- 

; functional that they are not accessible to depth therapy until their 

i 

specific symptom is alleviated or until their disfunctional communica- 
' tion or behavior pattern is lessened through some form of specialized 
therapy. 

Our second limitation is that this paper does not intend to 
present a thorough definition of neurosis. Neurosis can be viewed 
from many different perspectives. For example, it can be seen as 
irresponsible behavior, as the attempt to deny one's individuality, or 
as the attempt to satisfy one's emotional needs in indirect rather 
than direct ways. The way one defines his view of neurosis depends 
upon the purpose for having a definition. The purpose of this paper 
is to define neurosis in terms of omnipotent self-idealizing strate- 

I 

gizing, because it is felt that this perspective is one of the most: 
(1) teachable to patients, (2) fruitful in terms of the need of the 
patient to become aware of his self-actualizing potential, and (3) 
descriptive in terms of a theological understanding of neurosis. Just 
as with all other perspectives on neurosis, neurosis defined as self¬ 
idealization cannot, by any means, be said to be an all-inclusive 
definition. 
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Thirdly, the scope of this paper is limited to the initial 
therapeutic interview and the task of taking the first step in bridg¬ 
ing the gap between the patient's concept of his problem and the 
therapist's understanding of the need which lies behind this symptom. 
Thus the therapeutic role and methodologies discussed will have this 
specific focus in mind and should not be viewed as being expressive of 
the overall therapeutic task. This writer has used such therapeutic 
techniques as spontaneous visualization, structured visualization, 
dream extension, etc., with success. But discussion of these tech¬ 
niques lies beyond the scope of this paper, because it is felt that 
there is an initial therapeutic task of educating a person to an 
awareness of his deeper need and structuring the therapeutic relation¬ 
ship in a way which fosters this awareness, before these other tech¬ 
niques can be used from an appropriate, growth-fostering perspective 
on the part of the patient. 

IV. RELATIONSHIP TO SIMILAR STUDIES 

Karen Horney, of course, is known for her use of the term 
"idealized self-image." Carroll Wright and Paul Fairweather have 
taken this psychological concept and tried to integrate it with 
Christian theology by relating it to man's striving for ultimate mean¬ 
ing in life. In "Image Therapy"* they have outlined a comprehensive 
view of psychotherapeutic theory and practice based upon this 

^Carroll Wright and Paul Fairweather, "Image Therapy," (pri¬ 
vately published, 1967). 
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a 

j, integration. Merle Jordan's Th.D. dissertation, "The Idolatry of a 

'Bad' Parental Image as a Barrier to Becoming a Whole Person,repre- 
5 sents another approach to the theme of idolatry as the bridge between 
the theory of emotional disorders and theological meaning, 
j This study is built upon the assumption that the therapist who 

[ is prepared to help the patient at the level of his deepest need, that 

> is actualizing his real self, is the one who understands the patient 

j in terms of his striving for ultimate meaning, and is prepared in his 

1 

first therapeutic contact in terms of his theory of psychotherapy to 
| begin the task of educating the patient to a growing awareness of his 
deeper real self, in which resides his power of choice as an autono¬ 
mous person, a power which he has denied by the way in which he has 
asked for help. 

The initial interview is crucial in determining the nature and 
effectiveness of the ensuing relationship between therapist and 
patient, for, generally speaking, the patient comes expecting help 

i 

i 

: with a specific symptom and is unaware of his self-idealizing strategy 

' of life which underlies his symptom and is integrally related to it. 

The uniqueness of this study, then, is that it attempts to build upon 

i 

the theme of omnipotent sel f-ideal izing strategizing, understood 
theologically as idolatry, to define in depth the deeper message of 
the symptom, and on the basis of this understanding to define the role 

i 9 

Merle Jordan, "The Idolatry of a 'Bad 1 Parental Image as a 
Barrier to Becoming a Whole Person," (unpublished Th.D. thesis, School 
of Theology at Claremont, 1965). 

i 
I 

j 

ii 

■ 3 
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and methodology of the therapist in his initial contact with the 
patient. 

p 

| V. DEFINITION OF TERMS 

;'] 

I The term "symptom" will be used in this paper to refer to 

I] whatever the patient's presenting complaint is in the initial thera- 

$ 

i peutic contact. The initial complaint may come from a broad range of 

t 

1 concerns, such as a physical disorder, a phobia, a marriage problem, 

| 

jj or an emotional problem which the patient knows permeates most of his 

d 

\ experience in life. In this study, therefore, symptom is an inclu¬ 
sive term referring to the problem which motivates the patient to ask 
for therapeutic intervention in his life. 


i 

i 

i 

i 

/ 

) 

) 
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SELF-IDEALIZATION: 

THE SURRENDER OF THE POWER OF CHOICE 

I. SELF-IDEALIZATION AND NEUROSIS 

A. Therapeutic Intervention and Human Nature 

Intervening into the life of the patient is the implied agree¬ 
ment in psychotherapy. By the very fact that the person has taken the 
initiative to talk with the therapist, he is obviously asking for some 
kind of response. The issue for the therapist "is not whether to 
intervene, but when, how, and when not to."' The kind of response 
chosen by the therapist will reflect his view of man and his concep¬ 
tion of mental disorder, in considering the initial therapeutic 
response to the presenting symptom, therefore, it is of basic impor¬ 
tance to define one's image of the nature of man. 

While there are many different views of human nature among 
schools of psychotherapy, these may be reduced to two basic categories.2 
One sees man as a reactive being; the other sees man as an active 
being, a being in the process of becoming. The first category includes 
those schools which view man as either reacting to his outer environ¬ 
ment, determined and conditioned by his experiences (learning and 


^Leon Salzman, "Psychotherapy as Intervention," American Journal 
of Psychoanalysis. XXII (1962), 47. 

^C. H. Patterson, "Divergence and Convergence in Psychotherapy," 
American Journal of Psychotherapy . XXI (January 1967), 5. 
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behavior theorists), or as reacting to his innate drives and needs 
(depth psychology). In either case, man is seen as a rather innocent 
victim, either of internal or external forces. The second model views 
man as free, spontaneous, and responsible (client-centered and exis- 

;i 

jj tentialist approaches). It includes such ideas as tentativeness and 

i-1 

$j commitment. It sees man as a human being with potentiality and 

,; i 

jH 

i? psychology as the servant and guardian of individual freedom and ful- 

•i 

fillment.3 

1 

;< C. H. Patterson suggests that the most realistic model of man 

S for the therapist represents an integration of the truth in both of 
these categories. 

There can be no question about the existence of conditioning, 
about man as a reactive being who can be conditioned and recondi¬ 
tioned, but man is more than that: he is also a being in the pro¬ 
cess of becoming. He is not merely a mechanism or organism who is 
controlled by objective stimuli in his environment. He is also a 
being who lives or exists, who thinks and feels, and who develops 
relationships with other beings.^ 

This implies that an initial therapeutic response to the pre- 

i 

| senting symptom should recognize both the conditioning of the patient 

j by his external environment and internal drives and needs and also his 

| inherent freedom and responsibility to choose a way of life and growth 
in response to these influences. The therapist must recognize that 
whatever intervention he makes will to some degree influence the 
patient's feelings and actions and will be perceived in terms of the 


^Sidney M. Jourard, Disclosing Man to Himself (Princeton: Van 
Nostrand, 1968), p. 8. 

^Patterson, op, cit .. p. 11. 


■i 
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3 patient's previous conditioning, while at the same time viewing the 

J patient as responsible for his choice of reaction in the context of 

1 

jj his past and present. It is only as the therapist can understand both 

■i of these dimensions to the patient's personality that he will be able 

i'¬ 
ll to understand accurately the therapeutic task, 

■ <f 

| This chapter is built upon the assumption that the concept of 

I omnipotent self-idealizing strategizing is a key to understanding how 

| these two dimensions of the patient's personality, the reactive and 

.5 

n the active, combine to produce what comes to be known as the present- 

a 

i . 

| ing symptom in therapy. 

We shall begin by examining the function of omnipotent phanta- 
sizing in infancy. With this as our foundation, we then will explore 
the nature of the idealized image and the dynamics of self-idealizing 

/ 

strategizing, concluding the chapter with a discussion of the theo- 

i 

( 

I logical implications of self-idealization. 

! 

I 

B. Omnipotence in Phantasy and Reality 

i 

j 

) 

j Infancy is a period in which every child fluctuates between 

feelings of great joy and extreme horror. Since the infant has not 
had enough experience in living to learn that temporary frustrations, 
such as hunger pains, do not necessarily mean permanent deprivation, 
each disappointment becomes a threat to his very existence. The small 
infant swings back and forth many times a day between phantasies of 
himself as either totally helpless or omnipotent, depending upon 
whether his needs are being satisfied at the moment. If he is getting 

5 

I 
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I what he wants, he imagines himself as being all-powerful and able to 
control his parents and his world to satisfy himself. 

These phantasies of omnipotence are a natural and important 
part of emotional development for every chi Id.5 He needs them to pro- 
| tect himself from what he imagines to be a hostile and threatening 

| world, until he can learn that the objective world is trustworthy. As 

| he learns that parental figures are trustworthy, he can gradually 

transfer his imagined power to them, thereby relieving himself of the 
continued threat of the anxiety he felt whenever he could not make his 
| magic control of the external world work.^ 

’ Emotional problems develop when the child's parent figures are 

perceived over a period of time as unreliable. If they appear to be 
unreliable, he cannot achieve the normal developmental task of imagin- 
] ing himself as omnipotent by explaining their predictable, reliable 

behavior as due to his own magic power. Since he cannot control them 
through his imaginary omnipotence, he tries to achieve power over them 
in reality. "He thinks that he must have an objectively real omni¬ 
potence instead of imaginary omnipotence."7 This is the beginning of 
emotional disorder. 

I 

I 

Here it is important to distinguish between the natural need 

^W. Earl Biddle, The Integration of Religion and Psychiatry 
(New York: Collier Books, 1962), p. 57* 

6w. Earl Biddle, Hypnosis in the Psychosis (Springfield, 111.: 
Thomas, 1967), p. 37. 

7 lbid . 
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l for every child to control his parents in the sense of influencing 

ij 

ii them in an overt attempt to achieve need-satisfaction, and the attempt 

ii 

j; to control them in the sense of manipulating them. When a child dis- 

j; covers that some of his needs are not met through direct overt mes- 

ji sages, he will be driven to try indirect, subtle means of communica- 

. !i 

I tion. Through experience he learns that certain covert, nonverbal 

> ! behavior patterns, such as “sulking," "being sick," or "having an 

} 

'j accident," have an emotional impact upon adults which provokes them to 

'! 

respond in a needed way.8 

<i 

}| 

i Ernst Beier makes a helpful distinction at this point. In 

discussing need-expression, he distinguishes between a "persuasive 
message" and an "evoking message. "9 |n both types of message, the 
sender through nonverbal cues places his message in a context designed 
to create an emotional climate favorable to his need. Both forms of 
expression thus could be called manipulative, in the sense that mani¬ 
pulation is defined as trying to get something from someone while not 
admitting to one's intent. But the "evoking" message is distinguished 
from the "persuasive" message in that its manipulative intent is 
unconscious rather than conscious. 

j 

The child who perceives his parent figures as undependable,and 
who thus attempts to become omnipotent in reality instead of phantasy 
cannot leave his communication at the level of persuasive messages, 

®Ernst G. Beier, The Silent Language of Psychotherapy (Chicago: 
Aldine, 1966), p. 21. 

9 lbid .. p. 10. 
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1 12 
for to admit consciously his manipulative intent would be by implica¬ 
tion to grant decision-making power to external authority. To admit 
that he is trying to lessen an adult's discriminatory power by subtly 
creating an emotional climate favorable to his need is to imply that 
the adult has the power to reject his need. Thus the emotionally 
deprived child by necessity resorts to "evoking" messages in which 

$ 

it. through nonverbal means he attempts to achieve an emotional climate 

I favorable to need-satisfaction, while denying to himself and to others 

i 

| the covert intent of his behavior. 

j 

| The child who thus develops the need to control his parents in 

1 objective reality through evoking behavior will inevitably suffer from 
what Karen Horney calls "basic anxiety"; that is, a feeling of being 
helpless and alone in a threatening world,1° for it is impossible for 
a child to control his world totally, and whenever such a child cannot 
be in control of what he perceives to be bad, unreliable authority, he 
is left feeling helpless and vulnerable. In other words, the emo¬ 
tionally disturbed child tries to be omnipotent outwardly while at the 

\ same time living inwardly with the constant dread of basic anxiety. 

| C. Omnipotence and the Idealized Image 

:1 Beier points out that "there seems to be a negative relation¬ 

ship between 'recognition' and 'emotional impact.' Information that 

^Karen Horney, Neurosis and Human Growth (New York: Norton, 
1950), p. 18. 



; i 
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i creates an emotional impact seems to constrict recognition in the 

respondent.The more emotionally provocative a style of expression 
I is, the more the respondent is compelled to react impulsively and is 
;j not able to reason out the intent of the message and his choice of 

! reaction to that intent. For example, a person who is confronted 

ic 

jj with a physical act of hostility is most likely to fight back or run, 

| rather than to try to take time to reason out the intent of his 

attacker. 

( 

l In applying this principle to childhood experience, we can say 

| that the more intense the emotion a child can create in an adult, the 

t less the adult will be able to reason out his response. The evoking 

of strong emotions in the adult constricts his power of choice and 
enables the child to have more control. 

! 

j Through experimentation a child can discover the particular 

] emotionally provocative, covert behavior which will compel his par- 
| ents to respond in the way he needs them to respond, without having 

j to risk further disappointment through overt need-expression. To 

i the degree that the child can evoke a strong emotion in the parent, 

j the parent cannot be expected to be able to reason out the intent of 

j the action, and yet is led to respond to that intent. 

Whereas the child who has perceived his parents as dependable 
has an ability to be spontaneous and flexible in his interpersonal 
reactions, the emotionally troubled child becomes extreme and rigid in 
his behavior J2 His ability to choose between moving toward, against, 
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i| or away from others is stifled, and he fixates on one pattern to the 

!j 

'! exclusion of others. Since his feeling of emotional security depends 

ij 

F; upon being omnipotent, he goes to an extreme as he grows up. For 
[■ example, courage becomes recklessness, caring becomes indulgence, and 

ij 

|j self-worth becomes conceit. Whatever type of behavior the child dis- 

. !■] 

[I covers has some power of control over others is invested with intense 

Ij 

f emotional energy. This becomes his means of survival. Thus he begins 

| to form an image of himself, which is a composite of the key personal 

v 

J 

r qualities through which he has succeeded in controlling external 

j 

,| authority. By attempting to maintain this self-image omnipotently in 

! reality, he hopes to cope with a world perceived as hostile and 

untrustworthy. 

This neurotic phenomenon of idealizing some personal quality 
has been recognized in a long succession of philosophic and psycho¬ 
logical writings Freud spoke of the ego ideal and the superego. 
Adler built his personality theory on what he called the striving for 
superiority. But it was Homey who specifically used and elaborated 
; on the term, the idealized image. The neurotic, Homey says, creates 

j an image of what he feels he ought to bej^ This image is always to 

■) 

j some degree unrealistic, or inconsistent with what he actually is or 
could be. The idealized image stands in contrast to the person's 
actual self, and to his real or potential self. The idealized self- 

13Karen Homey, Our Inner Conflicts (New York: Norton, 1945), 

P. 99. 

^Ibid.. p. 96. 

i 

i 
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image is an unrealistic, false image which, to the degree a person is 
neurotic, saps his emotional energy in an endless drive for fulfill- 

! ment. 

D. The Nature and Function of the Idealized Image 




t 


1. The intrapsychic function of the idealized image . When we 
recognize that basic to human nature at its fullest is a wide group of 
polarities of emotional reaction (fear-courage, hurt-anger, joy- 
despair, etc.)* which in the normal person are freely available 
depending upon which side of the polarity seems appropriate to a 
given situation, it becomes evident that to the degree a child ideal¬ 
izes one side of a polarity, he must begin to repress (or depress if 
one breaks into consciousness) all forms of emotional expression which 
are suggestive of the opposite pole. Whatever quality a person ideal¬ 
izes in himself, he will tend to try to repress its opposite. A 
compliant person feels guilty about his hostile and aggressive feel¬ 
ings; a person who idealizes being assertive tends to feel depressed 
if he finds himself reacting with softness or weakness. 

Homey speaks to this point in saying that the idealized 
image's defensive function is to eliminate emotional conflictsJ5 The 
neurotic cannot accept in himself a feeling opposite to his idealized 
quality. He cannot lessen the absoluteness of his idealization, 
because to do so would confront him with his conflicts. If he con¬ 
sciously acknowledges emotional conflict, he begins to feel his 


^Ibid.. p. 103. 

■i 

. i 

;i 

a 

•3 
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I humanness, his lack of omnipotence. He is then thrust into feeling 
"basic anxiety," the feeling of helplessness in a hostile, depriving 
world. 

2, The interpersonal function of the idealized image . The 
| question arises as to why a child will choose to idealize one particu- 
i lar trait as opposed to others. Wright and Fairweather suggest that 
' "self-idealization is an attempt to save oneself by changing one's 
parents, through setting a better example in one's own behavior, or 

* 

I by some other symbolic form of censure of the parents."^ The impli- 

| cation here is that a basic dynamic in self-idealization is the aim 

i! 

| of improving one's inner image of authority through correcting the 

| key deficiencies of one's parents through one's own behavior. 

I The unspoken but implied message to other people in self¬ 
idealization is, "I would never want to make you feel the way I was 

( made to feel by my parents, so I will protect you from this pain and 
myself from the guilt of hurting you by going to the opposite extreme 
| from my parents. If I can do this, I will be able to secure your 

j love and esteem in a way that my parents failed to get mine. I know 

J 

| how negative I feel toward my parents, so I assume that I can make 

& 

you feel positive toward me to the degree I become the opposite of 

: 1 

:i 

them." 

,) ' 

i ^Carroll Wright and Paul Fairweather, "Image Therapy" (pri¬ 

vately published, 1967), p. 


i 
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3. The composite nature of the idealized image . The idealized 
image usually is not singular in quality. It generally is a com¬ 
posite of two or more personal characteristics interwoven into a kind 
of artistic creation*? in which the person tries to balance and 
reconcile being ideal in different ways at the same time. One of the 
parts of his ideal seif may become predominate momentarily, because 
he feels the most threat to that part of himself, but he will contin¬ 
uously devote his emotional energy to the task of restoring the other 
parts of his ideal self to equal status. He is driven to make him¬ 
self omnipotently ideal in relationship to all parts of his idealized 
image. 

This attempt to combine two or more personal qualities into 
one integrated, idealized image often results in what others judge to 
be bizarre, sick, or irrational behavior. But if one examines the 
images of parental authority of the "sick” person, and relates them 
to the hypothesis that the patient may be trying to set a better 
example than his parents by repressing in himself the key qualities 
he disliked in his parents and idealizing their opposite, his behavior 
can often be understood as quite rational, a "method" is revealed to 
underlie his "madness." 

] 

| For example, let us consider the young man who came for a 

therapeutic evaluation because he felt as if he were on the verge of 
total failure in life. He had a chronic history of inconsistent, 

*?Horney, Our Inner Conflicts , p. 104. 
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( evasive, selfish behavior. He was dishonorably discharged from the 

I military for drug addiction. He could not hold a job. He could not 

I stay away from drugs. 

; In the process of the interview he revealed that he saw his 

! father as irresponsible and his mother as too "selfless." She was 
; overly concerned about other people, including her children, but not 
concerned enough with herself. If, then, the son idealized being the 
i opposite of his parents, he would have to find a way of being com- 

I pulsively selfish and compulsively responsible at the same time. In 
other words, his composite idealized image would demand that he be 
totally responsible, but only to himself. Since it is impossible to 
live in a world of other human beings and be totally selfish and at 
the same time be seen as responsible, the only solution was to create 
a world of his own. This he was trying to do through hallucinatory 
drugs. 

j In summary, the function of the neurotic's composite idealized 

image is (1) to make other people feel more positive toward himself 

; 

than he did toward his parents, thereby enabling him to secure emo¬ 
tional food from others without the risk of leaving them free to 
choose their response, and (2) to repress out of consciousness the 
1 qualities opposite to his idealized image, these qualities being 

j perceived as the vehicles through which he would hurt others and 

i 

i encounter rejection for himself. In essence, through his idealized 
j image the neurotic tries to control others and control himself. 

| 

I 

3 
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4. The cost of the idealized image . In any human decision 
something is gained and something is lost. To choose is to imply 
that one alternative offers more than other alternatives. The gain 
from the rejected choices is considered to be of less value and is 
therefore sacrificed. 

We have said that the neurotic develops and maintains an 
idealized image of himself in order to try to be all-powerful in the 
objective world. In this choice the power gained is considered of 
1 more value than what is given up or lost through the necessities of 
maintaining the idealized image. The neurotic person “pays a price 
I for his choice“l8 and usually complains about it, but is not willing 
| to give up his gain in order to lessen his cost. 

! i The cost of the sel f-ideal ization strategy is related to the 

polarities of human personality. As we have previously noted, the 
self-idealizing strategy requires that the person repress the quality 
in himself which conflicts with his idealized image. Emotional ful¬ 
fillment in the objective world requires the availability and use of 
1 both sides of the emotional polarities of human nature, depending 
upon circumstances, but the neurotic is deprived of the use of his 
repressed side when the reality situation provokes his need for it. 

i 

■i This is the cost of his self-ideal izing strategy. 

He may be rigidly aggressive and suffer from the cost of the 

inability to be cooperative or dependent when he needs to be. Or he 

i 

18jourard, op. cit .. p. 53. 

i 
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may be rigidly compliant and suffer from the cost of not being able 
to assert himself when it is called for. But whatever his idealiza¬ 
tion is, he is not a whole person. He cannot be flexible. He senses 
this and complains about it, but inwardly feels he must maintain his 
idealization and pay the price he outwardly complains about. 

The complaint about the cost of one's strategy may come in 
various forms, but one of the most common heard by the therapist is 
in the form of "I should but 1 can't." One patient, for example, 
said, "I should be able to apply myself in school but I fail every 
time I try." In the course of the initial interview she revealed 
that her father was obsessed with the idea of her finishing school. 
She perceived him as an extremely empty, unhappy person, who could 
never relax but was trapped by his constant need to achieve. It 
became apparent to her in the course of the interview that she was 
trying to avoid both being controlled by her father's demand and 
being achievement-oriented like him, while at the same time trying 
not to hurt her father by openly opposing him. She reconciled these 
conflicting needs by pot allowing herself to achieve in school or 
elsewhere, while complaining that she should. In other words, she 
had idealized being a nonachiever but it was costing her the ability 
to pursue things she was really interested in. The pain of her "I 
should but I can't" demand upon herself was her way of revealing the 
cost of her self-idealizing strategy. 

Whatever the self-idealizing strategy, there is a cost 
involved. For the idealization of a given personal quality inevi¬ 
tably results in the repression of its opposite. Sometimes the cost 


i 
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is visible in forms which are obviously in the category of "psychi¬ 
atric symptoms," such as drug addiction, ulcers, or a phobia. At 
other times the cost is more subtly revealed through the phrase "I 
should but 1 can't." But whatever the form, inevitably the neurotic 
will complain about the cost of being the way he feels he has to be. 

5. The denial of the idealized image . Wright and Fairweather, 
building upon the thinking of both Horney and depth psychologist 
Wilfried Daim, contend that "self-idealization is the psychic strat¬ 
egy underlying all pathology."^ They go on to say that the neurotic 
covers up or tries to deny his idealization through various sympto¬ 
matic states. He attempts to control the world by being omnipotently 
ideal, while at the same time attempting to deny his omnipotence, for 
if he openly admitted his striving for power, his chances for achiev¬ 
ing and maintaining it would be greatly lessened. The person who 
openly tries to control others has much less chance than the person 
who disguises his control, thereby disarming other people's natural 
instinct to resist being controlled. 

Douglas Corey elaborates on this theme by explaining that the 
neurotic denies that he chooses to be the way he is because he must 
overtly reject the existence of his own independent, autonomous will, 
since to acknowledge it is by implication to grant the same free will 
to the external world. 20 This he cannot do, for it would shatter 

^Wright, op. cit .. p. 48. 

20oouglas Corey, "The Use of a Reverse Format in Now Psycho¬ 
therapy," _^choan£ljjtic_Review, LI 11:3 (Fall 1966), 110. 
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i his whole omnipotent system. 

I The denial of omnipotent striving is commonly seen in the 

neurotic's manner of requesting help in therapy. Specifically, the 
I common tendency for the patient to present himself as a helpless vic- 

j tim contains a concealed striving for omnipotence. For when the 

I patient says: "Tell me what to do," he is really saying: "I am 
1 telling you to tell me what to do." He covers his idealization with 

; the symptom of being confused or helpless. He denies that he has the 

i power of choice while at the same time in one way or another trying 
to prevent the therapist from having a choice. 

E. The Seif-idealizing Strategy of life 

The neurotic, trying to be all-powerful but sensing the 
unreality of his idealized image, feels vulnerable and in need of 

- 

continuous affirmation from others of this picture of himself. He 
J tries to manipulate all of his encounters with other persons in such 
a manner that he can emerge still seeing himself as omnipotently 
ideal. Thus he develops an arsenal of weapons, so to speak, or a 
variety of ways to control others so as to feed and maintain his ideal 
self. In other words, because of the demand of the idealized image, 
the person has to develop a strategy of life through which he can 
anticipate and control every situation to fit his pre-determined emo¬ 
tional need. 

Because of the need to develop such a strategy, he gives up 
his freedom to choose his reaction to the ongoing experiences of life. 
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i He can no longer allow himself to be spontaneous. He allows himself 
to become enslaved to the all-consuming, insatiable demander - his 
j ideal self. Life becomes fixated and rigid. He has a pre-determined 

j strategy with which to cope with any situation. His authentic self, 

! his spontaneity, his aliveness, his awareness of his possibilities, 

i are buried and forgotten.21 He is no longer a person in the process 

of becoming.22 

Here it is important to distinguish between one's self-idealiz- 
ing strategy of life and such concepts as psychological games and 
defenses. The neurotic person who plays an individual game, such as 
Eric Berne's "Why don't you. Yes but,"^3 is simply using one of the 
numerous means he has developed to maintain his ideal picture of him¬ 
self. The idealized image in this case is probably that of being a 
person who would never hurt or offend anyone by making a clearcut 
decision and asserting himself. Consideration of others is idealized 
to the point that the person is willing to sacrifice the benefits of 
self-assertion to maintain this ideal. This kind of self-idealiza- 
tion.would be maintained through a whole system of games and defenses. 
Berne uses the term "script" in referring to this phenomenon. A 
script is a repetitive series of games that characterizes the life 

21 Jourard, op, cit ., p. 47. 

22 Gordon All port. Becoming (New Haven: Yale University Press, 
1955), P. 33. 

23Eric Berne, Games People Play (New York: Grove Press, 1964), 

p. 116. 
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style of a person in his relationships with others. 

A self-idealizing strategy of life, then, is a system of 
games, defenses, and maneuvers developed by a neurotic person in his 
attempt to live up to the compulsive demand of his ideal image of 
himself; an image to which he is dedicated in the interests of con¬ 
trolling his capricious world. 

II. THE THEOLOGICAL IMPLICATIONS OF SELF-IDEALIZATION 
A. Man as Finite and Self-Transcending 

A basic assumption underlying the whole of Biblical interpre¬ 
tation is that the world of creaturely, finite, contingent and depen¬ 
dent existence is good. Man's body is not seen as the source of sin, 
mortality is not bad, and individuality apart from the totality of 
existence is not evil. The fragmentary nature of human existence is 
not seen as evil "because it is seen from the perspective of a centre 
of life and meaning in which each fragment is related to the plan of 
the whole, to the will of God."^ 

Reinhold Niebuhr contends that the basic implication of this 
doctrine of creation upon the Christian view of man is seen in the 
Christian view of individuality. "The individual is conceived of as 
a creature of infinite possibilities which cannot be fulfilled within 

2**Reinhold Niebuhr, The Nature and Destiny of Man (New York: 
Chas. Scribner's Sons, 1955), I, 1 67 . 
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; terms of this temporal existence."25 The self, regardless of the 
| level of self-consciousness and growth achieved, still remains the 

I finite self. As such, it remains anxious about its needs, and its 

universal perspectives are continuously qualified by its here-and- 
| now relationships to particular persons or objects. 

Man, by his nature, stands at the intersection of nature and 
1 spirit. He is both finite and self-transcendent. It is impossible 
for man to perceive reality only in terms of creaturely limited exis¬ 
tence. His basic nature includes the ability to see beyond himself 
while being tied to the limitations of himself. This places man in 
the position of inevitably experiencing an inner tension. His self- 

I transcending capacity provokes him to try to see and grow beyond his 
present level of consciousness and achievement, while at the same 

i 

time he is constantly reminded of his finitude and the qualifying 
limitations of his involvement in the here-and-now. To be human, 
therefore, is to live in tension.26 jo live realistically is to live 
with the perpetual insecurity of never being fulfilled or completed 
while striving for fulfillment. Man's essential nature is to live in 
] the process of becoming, but never to "arrive" or find relief from 
the basic human tension. 

' 

Man's deepest temptation is to make the purpose of his life 
1 the resolution of his basic tension or insecurity. Man perverts his 

mm —i—— 

1 25|bid.. p. 170. 

3 

| ^Viktor* Frankl, Man's Search for Meaning (New York: Washington 

| Square Press, 1963), p. 166. 

■i 

■ I! 

3 
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self-transcending capacity and uses it to defend himself against the 
contingencies of nature instead of using it to see ultimate meaning 
to life which would enable him to transcend the threat of these con¬ 
tingencies. This perversion involves the attempt to eliminate the 
contingencies by becoming all-powerful. In essence, man sins by 
"seeking security at the expense of other life." 2 7 

In varying degrees the predicament of all men is that they 
live as if the purpose of life is to avoid pain. But, in reality, 
the question of living is not, "Will a man suffer?" The real ques¬ 
tion is, "For what will he suffer?" 2 ® The two-dimensional nature of 
man is such that he inevitably lives in tension and insecurity. To 
be true to his nature, man would not focus his life on eliminating 
his insecurity but rather would seek to use his insecurity as the 
motivation to pursue the process of becoming. But man as sinner 
seeks to escape his finiteness "by a quantitative rather than quali¬ 
tative development of his life." 2 ® 

B. The Absoluteness of Human Striving as the Bridge 
between Psychology and Theology 

Leading theorists in psychology have long recognized the 
absoluteness of neurotic strivings. For example, Karen Horney in 

2 7Niebuhr, op, cit .. I, 182. 

2 ®Peter A. Bertocci, Religion as Creative Insecurity (New York: 
Association Press, 1958), p. ix. 

2 9Niebuhr, op. cit .. I, 251. 
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her writings used phrases such as "the tyranny of the should" and 
spoke of the compulsiveness and insatiability of neurotic patterns. 

But these same theorists have not dealt with the theological implica¬ 
tions of this phenomenon. It is exciting to see, therefore, that 
there is some trend in psychology today toward recognizing and inte¬ 
grating the theological implication of absoluteness in neurotic 
strivings when defining the therapeutic task. 

The reason for this trend is that depth psychologists have 
discovered that there is apparently an inevitable need for persons to 
give absolute authority to some value in their lives. Daim, for 
example, states that as a therapist he has found that his patients in 
the course of their earlier development commonly fixated on some 
object and gave it absoluteness, their growth thus becoming stifled.30 
Many psychologists will not label them as such, but it is recognized 
by Daim and others that "a man will have his god or gods, and the 
person cannot begin to be understood unless it is accepted that he 
will become aware of the true God or he will fashion and worship one 
of his own contrivance."31 The growing evidence for the universality 
in neurosis of absolute fixation upon some relative value has led 
psychologists to the very edge of the bridge which connects psychol¬ 
ogy, the bridge which is the issue of who or what will serve as the 


30wilfried Daim, Depth Psychology and Salvation (New York: 
Ungar, 1963), p. 94. 

31paul Fairweather, "A Christian Approach to Psychology," 
(unpublished paper, 1964), p. 1. 
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ultimate authority for man's beliefs and actions. 

At the same time theologians such as Paul Tillich have 
approached the bridge from the other side. In his book, Dynamics of 
Faith . Tillich contends that every man has faith. He defines faith 
as "a total act of the personal self, the act of. . .ultimate con¬ 
cern. "32 in this act both the rational and subrational functions of 
the mind are involved. It is an act which involves man's total 
being. Every man is driven toward this kind of faith because, while 
being finite he belongs to the infinite. "The human heart seeks the 
infinite because that is where the finite wants to rest."33 

Tillich distinguishes between true and false faith. "In true 
faith the ultimate concern is a concern about the truly ultimate; 
while in idolatrous faith preliminary finite realities are elevated 
to the rank of ultimacy.'^ Here he stands on the psycho logical- 
theological bridge with psychologists such as Daim, who, as we have 
said, builds his theory of psychotherapy upon a similar assumption, 
that is, underlying every neurosis is a fixation upon some object 
which has been endowed with absoluteness. Reflected in the writings 
of both men are the concepts of idolatry and true guilt. Idolatry 
is the neurotic fixation upon a false absolute (Daim) or the giving 
of ultimate concern to a finite reality (Tillich). True guilt 
relates to the failure of man to live in relationship to the true 


32p au j Tillich, Dynamics of Faith (New York: Harper & Brothers, 
1957), p. 8. 

33|bid.. p. 13. 34| b jd.. p. 12. 
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absolute or the truly ultimate. 

Building upon this theme of the absoluteness of human striving 
as it relates to the Biblical view of man, neurotic strategizing can 
be understood as a depreciation of the goodness of God's creation 
through the attempt to deny one's human individuality in its contin¬ 
gent relationship to the created world. It reflects the striving by 
limited man for unlimited power. Niebuhr's words give substance to 
this theological understanding of neurosis. 

Han is insecure and involved in natural contingency; he seeks 
to overcome his insecurity by a wi11-to-power which overreaches 
the limits of human creatureliness. Man is ignorant and involved 
in the limitations of a finite mind; but he pretends that he is 
not limited. He assumes that he can gradually transcend finite 
limitations until his mind becomes identical with universal mind. 
All of his intellectual and cultural pursuits, therefore, become 
infected with the sin of pride. Man's pride and wi11-to-power 
disturb the harmony of creation. 35 

Sin, thus defined Biblically as false pride is equivalent to 
our definition of neurosis as the attempt to be omnipotent through 
the development and maintenance of an idealized self-image. 

C, The Idolatry of the Idealized Image 

We have shown how the neurotic self-idealizing process 
involves a repression of one side of certain emotional polarities, 
when freedom to experience both sides is necessary to being a whole 
person. The idealized side of the polarity takes on absolute value, 
when in terms of objective reality it has only a relative value to 


^Niebuhr, op. cit .. I, 179. 
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the person. The idealized image thus becomes an idol, or a false god, 
which demands absolute submission. 

Daim speaks of idolization in mental disorders as an act of 
fixation. The disturbed person fixates on some object in his child¬ 
hood development and gives absolute value to it, thereby stifling 
his growth. “Being finished," then, is one of the traits of the 
fixated person.3^ He has "arrived" in the sense that he is not open 
to newfound and deeper values as his experience changes. Although he 
would normally deny it, he lives as if he knows it all. Inwardly he 
is proud and arrogant. He feels omniscient. 

The person who is related to the true absolute, or God, 
instead of an idol, never becomes a finished personality. He recog¬ 
nizes that "to be a person is to need growth, and to grow is to break 
with the past without knowing exactly what the future will bring."37 
He is open to continued change, for God is infinite and the capacity 
of the human being to discover deeper and deeper potentials within 
himself is infinite, so long as he is related to the true God. 

The fixated neurotic person is caught in a paradox. In his 
attempt to be God, he bows down and worships a false god, the ideal¬ 
ized image, which demands great sacrifices for the use of some of its 
power. Tillich speaks of the sacrifice made by the neurotic in these 
terms: 

In the neurotic state self-affirmation is not lacking; it can 
indeed be very strong and emphasized. But the self which is 
affirmed is a reduced one. Some or many of its potentialities 

36paim, op. cit .. p. 127. 37Bertocci, op. cit ., p. 56. 
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are not admitted to actualization, because actualization of being 
implies the acceptance of nonbeing and its anxiety. He who is 
not capable of a powerful self-affirmation in spite of the anxi¬ 
ety of nonbeing is forced into a weak, reduced self-affirmation. 
He affirms something which is less than his essential or poten¬ 
tial being. He surrenders a part of his potentialities in order 
to save what is left.38 

The paradox of neurosis is that in his very effort to have 
power in external reality, the neurotic gives power over his life to 
an internal reality. Out of his fear of accepting his human finitude 
he pays an awesome price to achieve external power, and that is a 
feeling of internal enslavement and impotency. 


0. Neurotic Guilt and Salvation by Works 


Earlier we pointed out that the cost of the self-idealizing 
strategy is commonly revealed through the phrase "I should but I 
can't." The neurotic complains about his inability to express the 
part of his personality he has deliberately repressed. Related to 
this complaint is a form of guilt. He feels guilty for not being 
able to live up to the demand of his repressed side when it is needed. 

In addition, he will inevitably feel another form of guilt, 
and that is the guilt of not being able to make his idealization work 
perfectly. For example, whenever the person who idealizes compliance 
finds it necessary to assert himself, he feels guilty and is likely 
to become depressed. 

Thus the self-idealizing person is plagued with guilt. When 


38paul Tillich, The Courage to Be (New Haven: Yale University 
Press, 1963), p. 66. 


Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 


32 


he is able to make his strategy work, he feels guilty for not living 
up to the “I should but I can't" dimension of himself. When circum¬ 
stances provoke him in such a way that he does not make his strategy 
work, he feels guilty for this, 

Tillich speaks of this moral dilemma of the neurotic in dis¬ 
cussing the religious dimension of the moral imperative. He states 
that man's "moral imperative is the demand to become actually what 
one is essentially and therefore potentially,"39 a moral act, there¬ 
fore, is in response to the inner need to fulfill one's real or 
essential being, rather than being an act of obedience to some exter¬ 
nal demand. An anti-moral act is an act that goes against the pro¬ 
cess of fulfilling one's real self. "It disrupts the centeredness of 
the person by giving predominance to partial trends, passions, 
desires, fears, and anxieties."^ When such partial trends become 
the predominant concern of the person, he is split and at war within 
himself. "The 'will' in the sense of a seif that acts from the 
centered totality of its being, is enslaved. Freedom is replaced by 
compulsion."^ 

The person who continually attempts to live up to the demands 
of his double load of neurotic guilt is the person who has lost con¬ 
tact with his center. His will is no longer free. The voice of his 
essential being which strives for freedom to pursue the process of 

39paul Tillich, Mora 1ity and Beyond (New York: Harper & Row, 
1963), p. 20. 

**°lbid.. p. 20. 41 Ibid.. p. 21. 
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| becoming is stifled, and he moves toward disintegration instead of 

! integration. He is progressively enslaved and burdened by the impos¬ 

sible demand of trying to reconcile the conflicting trends which 
j strive for predominance over each other. 

i To the degree that a person is fixated on an idealized image 

i of himself, then, he can never relax and accept himself, or accept 
acceptance from someone else. He feels that he cannot really accept 
* himself until he can achieve his impossible task. In theological 
i terms, he is driven to find salvation by works. He is pained by a 

double load of guilt and feels that if he is able to work hard enough 
at changing or improving himself, he can eventually find relief. 

Tillich distinguishes between two different meanings of moral 
law, "law as structure and law as the demand to actualize this 
structure."^ 2 Han only experiences morality in terms of "command¬ 
ments" or "shoulds" because he is estranged from his essential being. 
The man who is centered on his real self, who is not fixated on a 
relative value, who is free to pursue the process of becoming, exper¬ 
iences moral law not as a commandment from something apart from him¬ 
self, but as an expression of his being. He is one with it. He 
perceives moral law as structure rather than demand. 

A key question arises out of these two meanings of moral law. 
Can moral law experienced as the demand to actualize our essential 

" 

being provide the motivating power needed to pursue this goal? 
42 lbid.. p. 49. 
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Tillich points out that it cannot. Man experiences the law as 
demanding because of his inner estrangement. It logically then can¬ 
not be the source for overcoming this estrangement. In simple terms, 
"the command to be good does not make us good. It may indeed drive 
us toward evil."43 

This principle, of course, is basic to psychotherapeutic 
theory and practice. The least effective instruments of change in 
emotional struggles are admonition, demand, and moralizing. Thera¬ 
peutic theory is generally based upon the realization that the very 
thing that provokes a person to become a patient is his loss of power 
to live as he feels he "should." 

E. True Guilt and Freedom 

What has been said thus far regarding the origins of self¬ 
idealization in early life experiences of emotional deprivation 
raises the question as to whether any child who experiences a signi¬ 
ficant degree of deprivation will inevitably develop some form of 
self-idealizing strategy. If, as much clinical data suggests,^ 
there is a consistent, if not inevitable, correlation between early 
emotional deprivation and neurosis, how can it be said that a self- 
idealizing person has the power of choice and the responsibility for 
exercising it? 


43jbid., p. 50 . 

44g{chard G. Abell, "Personality Development during Group 
Psychotherapy," American Journal of Psychoanalysis . XIX:1 (1959), 53. 
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To answer this question we need to begin by recognizing that 
the dilemma of the neurotic is that the guilt he feels is a sympto¬ 
matic guilt which covers his true guilt.^5 wherever there is neu¬ 
rotic guilt, there is true guilt underlying it. The attempt at 
expiating one's neurotic guilt is never really successful because it 
is guilt associated with fixation upon a false absolute, or idol. 

True guilt is related to the idolatry. The neurotic is guilty of 
worshipping a false god. 

True guilt, then, is related to the neurotic's inner ultimate 
commitment rather than being related to any specific external behav¬ 
ior.^ From this perspective it becomes clear that the pain of guilt 
cannot be basically lessened by an attempt to change one's behavior - 
in other words, through salvation by works - since it is not the 
i choice of behavior which makes one truly guilty, but rather the 

! reason for the choice in terms of whether or not it reflects an 

absolutization of a relative value. 

Man's freedom and responsibility are attested by the presence 
of guilt feelings of either kind. Man in the act of contemplating 
his actions discovers his freedom. In feeling guilty, he implies he 
should have acted differently but he chose not to. To feel guilty is 
to admit that one's will has some degree of autonomy. In Niebuhr's 

. ^5p au | Tournier, Guilt and Grace (New York: Harper S- Brothers, 

1962), p. 16. 

^Henry Guntrip, Psychotherapy and Religion (New York: Harper 
fi. Brothers, 1956), p. 59. 
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words, 

The ultimate proof of the freedom of the human spirit is its 
own recognition that its will is not free to choose between good 
and evil. For in the highest reaches of the freedom of the 
spirit, the self discovers in contemplation and retrospect that 
previous actions have invariably confused the ultimate reality 
and value, which the self as spirit senses, with the immediate 
necessities of the self. ^7 

This is not to say that with contemplation of guilt feelings 
and repentance that one is free from sin. Man's capacity for growth 
is infinite, and so we must say that as he energizes his freedom 
through repentance he is able to realize a higher degree of responsi¬ 
bility to his essential self in future actions. But he must leave 
himself continuously open to contemplation of his actions from the 
perspective of how he has been irresponsible to some part of his 
essential nature. Man's nature is such that the more he grows the 
more acutely sensitive he is to the subtleties of his sin. "The 
final exercise of freedom in the transcendent human spirit is its 
recognition of the false use of that freedom in action. Man is most 
free in the discovery that he is not free."^ 

The neurotic's freedom thus is more obviously a present poten¬ 
tial than a past fact. The emotionally deprived person has indeed 
been victimized by his past, and so there is some reality in his pre¬ 
senting himself as a victim. But in so presenting himself, he uses 
his victimization to deny his freedom in the present to choose 
between his pattern of self-idealization and the possibility of 

^Niebuhr, op. cit .. I, 258. ^Ibid .. I, 260. 
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actualizing his real self. He presents himself as victimized by his 
past as a defense against admitting he is victimized in the present 
by the absolute demands of his idealized self-image. To admit the 
absoluteness of this demand would be to fail in his strategy of being 
omnipotent. He has to compulsively defend against awareness of his 
present victimization out of the fear of being not omnipotent in a 
hostile and depriving world. 

Freedom, then, is related to a present awareness. Without 
awareness there is no freedom in actuality, only potentially. To the 
degree that a person is trapped in a compulsive self-idealizing strat¬ 
egy of life, he has lost awareness of his real self, in which resides 
his freedom. Becoming aware of one's self-idealizing strategy is the 
first step, therefore, toward reclaiming one's forgotten power of 
choice. 

Shostrum says it this way. "Only when we are aware of our 
manipulations are we free to experience them and to derive from them 
actualizing behavior."^ As a person is confronted with his manipu¬ 
lative behavior, with his attempt to actualize an idealized image, he 
has the opportunity to perceive himself as more than a victim, as an 
actualizer. As he sees his involvement in and responsibility for 
perpetuating his strategy, he becomes aware of the fact that he has 
the power of choice. He becomes free in the sense that "freedom is 

^Everett Shostrum, Man, The Manipulator (New York: Abingdon 
Press, 1967), p. 96. 
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the choice and responsibility taken for a style of expression we 
use."50 

Earlier we noted that the law as "commandment" fails to pro¬ 
vide the power for moral change. We are led now to ask again, "What 
is the source of this power?" The answer is seen in the spirit of 
the Protestant Reformation. "Not the fulfillment of commandments 
(which is impossible in the state of separation from God), but the 
acceptance of the message that we are accepted, is the motive of 
moral act ion."51 So long as man experiences the law as a commandment 
which he must fulfill in order to feel acceptable, but which he is 
powerless to fulfill, he is plagued by guilt. But to the degree that 
he experiences acceptance of himself in his very powerlessness to be 
all-powerful, he is freed from the paralyzing control of his guilt 
and is therefore able to energize his power to fulfill the law as 
structure rather than as command. 

The power to pursue the process of becoming thus emerges 
through the experience of being confronted with one's powerlessness 
to be omnipotent and through feeling acceptance in one's powerless¬ 
ness. In other words, man can only find true life by losing his hold 
on neurotic life. He can only be saved by feeling lost (unable to 
make his idealization work). 

' By implication, then, the power to redeem man in his estrange- 

i 

ment from his essential self comes in the form of authority which is 

50 |bid . 5lTillich, Mora 1ity and Beyond . p. 54. 


Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 



39 

strong enough not to be controlled by his attempt to be omnipotent 
while at the same time caring enough to be able both to accept him 
in his need to control and to comfort him in his despair over being 
unable to control. The applications of this statement to the role of 
the psychotherapist are profound and basic, and will serve as the 
foundation for the chapter on the therapeutic task. 
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CHAPTER ill 


THE HIDDEN MEANING OF THE SYMPTOM: 

THE DENIAL OF THE POWER OF CHOICE 

I. PSYCHOTHERAPEUTIC VIEWS OF THE SYMPTOM 

According to much of contemporary theory, it Is almost univer¬ 
sal at the beginning of therapy for the patient in telling of his 
symptom to perceive and present himself as a helpless victim, either 
of internal psychic forces or of external persons or powers. Sup¬ 
plementary to this stance is the implied request for the therapist to 
be an omnipotent parent* who can save the patient from these forces. 
The request for the therapist to be omnipotent may come in a variety 
; of forms, such as: "Tell me what to do," or "Take away my symptom," 

or "Tell me why I am this way." But in any case, it is felt that the 
conscious assumption underlying the patient's request is that, since 
‘ he is in fact victimized by his inner and outer world, he cannot 

imagine how he can be responsible for the way he is. The nature of 
his request reveals that he has lost awareness of his power of choice. 

This conscious denial of one's individuality and the corre¬ 
sponding attempt to manipulate the therapist into a position of 
apparent omnipotence are characteristic of all neurotics according to 
a wide spectrum of theorists. Representative of this viewpoint are 

Bertram Pollens, "The Analyst's Role to Interpret or to React," 
Psychoanalytic Review . Li 11:3 (Fall 1966), 158. 
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the theories of the existentialist therapists, Douglas Corey and !; 

Hellmuth Kaiser, and the communications analyst, Jay Haley. These | 

authorities have been selected because they illustrate the prevalent 1 

ji 

view of neurotic symptoms today, while at the same time each presents ■ 

the basic concept of denial of individuality in terms of his own |i 

vocabulary and unique emphasis. Each of the theorists, then, com- jj 

jj 

plements the other and provides added perspective to an understanding j! 

jj 

of the deeper message of the symptom. Their basic views will be pre- jj 
sented at this point to serve as the foundation and background for an j 
elaboration of the hidden meaning of the symptom in terms of self- jj 

ii 

idealizing strategizing. j 

A. The Symptom as Denial of Selfhood (Douglas Corev) 

Corey states that the patient presents himself as helpless out 
of his need to deny the nature of the self in its relationship to 
objective reality. He denies that he has any power of choice in the 
way he is because to acknowledge this would be "to grant independent, 
autonomous will to the outside world (i.e. mother) which would 
refute his whole illusory omnipotent system."^ So long as he can 
overtly explain his symptom as due to persons or powers over which 
he has no control, he can covertly seek to continue his omnipotent 
strivings. 

According to Corey, the problem of the patient in therapy is 

‘‘Douglas Corey, "The Use of a Reverse Format in Now Psycho- j 

therapy," Psychoanalytic Review . LI 11:3 (Fall 1966), 110. 
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that he cannot see or accept himself as he really is, not that he 
should be something that he is not. Seeing himself as he really is 
involves becoming aware of the good reasons he has for leading the 
kind of life he complains about. In Corey's words: 

The human problem does not lie at the level of social adjust¬ 
ment or its symptomatic behavior. Therapy directed at this level 
is bound to be ineffectual. The human problem lies at the level 
of selfhood; the self dare not declare and affirm itself. This 
is the problem, not the particular configuration of the self that 
may bear the social label "neurotic."3 

Change does occur in the patient in Corey's style of therapy, 
but the change occurs as the result of awareness rather than because 
of concerted striving on the part of the patient to produce a certain 
valued quality in himself. 

The patient who begins to affirm the good reasons he has for 
being the way he complains he is, by implication has taken the first 
step in giving up denial of his separateness from the external world. 
He has begun to face the anxiety of not being in constant control of 
those whom he needs. He has gone through the pain of testing out his 
image of the world (including the therapist) as hostile and depriv¬ 
ing, by granting autonomy to it. 

The therapist who attempts to cure, change, or improve the 
patient's symptom, from Corey's viewpoint, plays into the patient's 
neurotic strategy. For by doing so, he capitulates to the patient's 
request that he function as an omnipotent parent. Thus in his 
attempt to assert power over the "helpless" patient he in actuality 


3|bid. 
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falls victim to the patient's striving for omnipotence. He, in 
effect, feeds the patient's problem by trying to solve it. 

In the initial therapeutic contacts patients will use a number 
of means to speak of their symptom in such a way as to deny selfhood 
and perpetuate omnipotence. These include dwelling on the past, 
escaping into the future, and complaining about the cost of being the 
way one has chosen to be. 

Dwelling on the past usually takes the form of statements 
which blame someone or something for forcing the patient to be the 
way he is. Statements which focus on who is to blame serve to per¬ 
petuate the overt message of victimization and the covert need to 
maintain omnipotence through denial of selfhood. Escaping into the 
future usually involves trying to structure the therapeutic relation¬ 
ship to become goal-oriented so as to avoid facing one's here-and-now 
strivings for control. 

Complaining about the cost of being the way one is is a third 

means of denying one's power of choice and individuality. For 

example: "But look how I suffer! No person in his right mind would 

make the decision you say I have made. Would someone choose to have 

migraine headaches and ulcers and be incapable of making a decent 
1 . 

| living ?" 4 In response to such complaints Corey instructs the patient 

|j in what it means to make a decision. He reminds him that there are 

\ 

advantages and disadvantages in any decision and shows him that what 

'3 

i 

’ he complains about is simply the price he pays for choosing to be the 

\ _ 

4|b?d. . p. 112 . 
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way he is, and that he apparently has "good reasons" for this choice. 

In summary, Corey feels that whatever the presenting symptom 
may be, the common denominator of all patients is a striving for 
omnipotence denied by the way the patient presents himself. The 
| patient in his self-image of victimization tries to substitute a pro¬ 

ject of therapeutic "cure" for the needed task of "self-discovery of 
what is true."5 what is true about the patient is that he has chosen 
to try to be omnipotent, this choice revealing his individual self¬ 
hood separate from the outside world. 

B. The Symptom as a Tactic in Human Relationships (Jay Haley) 

Jay Haley suggests that there is a trend in psychotherapy 
today away from defining the therapeutic symptom in intrapsychic 
terms and toward the definition of symptoms from the perspective of 
their interpersonal meaning. He builds his theory of therapeutic 
interaction upon the beginning principle that in any relationship 
each person involved has to take control of the definition of his 
relationship with the other.^ All interpersonal communications at 
least by implication involve an influence or command. It is impos¬ 
sible to relate verbally or nonverbally to another person without 
implying that some form of response is wanted. To attempt to control 
another person, then, is to try to influence him so that he responds 

5 |bid . 

^Jay Haley, Strategies of Psychotherapy (New York: Grune S- 
Stratton, 1963), p. 9. 
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in such a way as to fit one's terms for the kind of relationship 
wanted. 

To control another person in this sense is a basic and natural 
part of any human interchange. But control becomes pathological, 
according to Haley, when one tries to achieve it while at the same 
time denying that he is doing so. The purpose of denying that one is 
attempting to control is to gain an advantage in controlling what is 
to happen in the relationship. The advantage comes from the realiza¬ 
tion that 

when two people are attempting to control the type of relation¬ 
ship by circumscribing each other's behavior, it is apparent that 
jt the person posing paradoxical directives will "win." The other 

person cannot define the relationship by obeying directives or 
refusing to obey them, because he is being asked to do both simul¬ 
taneously. 7 

Paradoxical directives are achieved by creating an incongru¬ 
ence between one's overt and covert messages. In any relationship 
two persons "not only communicate, but they communicate about that 
communication."® They qualify their overt communication with meta¬ 
communication through facial expression, tone of voice, bodily move¬ 
ments, and added verbal messages. Behavior labeled as symptomatic in 
psychotherapy can generally be understood as incongruent communica¬ 
tion designed to give the patient the advantage in controlling 

t 

! whatever happens in his relationships. 

From Haley's viewpoint, then, the symptom is a way of dealing 
with someone else, in which the patient "does something extreme or 

■ j 

i 

\ 7|bid.. p. 18. 8|bid.. p . 7# 

i 

i 

i 

i 

I 
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i 

1 

i! 

u 

.1 

3 avoids doing something, and indicates that he is not doing it because 

j! 

•' he cannot help himself."9 So long as the patient can convince him- 

j self and others that he is a helpless victim of his symptom, he can 

maintain the advantage in controlling his relationships. 

! C. The Symptom as a Means of Creating the Delusion of Fusion 

'! (Helimuth Kaiser) 

r! 

! The theories of the existentialist therapist, Helimuth Kaiser, 

1 

|i are similar to those of Corey and complementary to those of Haley, 

j but make an added contribution to a depth understanding of neurotic 

symptoms. The three key concepts of Kaiser are: "the delusion of 
fusion, the universal symptom, and the universal conflict."^ 

The universal conflict in man according to Kaiser is the 
desire to avoid or overcome his essential separateness. Because he 
is in fact separate, a man no matter how close he may get to another 
can never in reality overcome this essential aloneness. But man 
attempts to do this by deluding himself, and this is what Kaiser 
i calls the delusion of fusion. To the degree that a person is neu- 

I rotic, or distorts reality, he will try to fuse himself with others. 

j He attempts to do this by incorporating himself into the other person 

.1 

j (through strategies of submission), thereby losing his own person¬ 
ality, or by incorporating the other person (through strategies of 

I 9|b?d.. P. 5. 

1°L. B. Fierman, Effective Psychotherapy. The Contribution of 
•Helimuth Kaiser (New York: Free Press. 1965). P. xvii. 

] 

i 
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domination), thereby negating the other's personality.^ 

The attempt to create the delusion of fusion results in the 
universal symptom, and that is, the attempt by the person to dis¬ 
associate himself from what he says and does. To the degree that a 
person is neurotic, he will deny that he is responsible for his words 
and actions. 

Man is confronted with his basic aloneness most intensely when 
he has to make a decision or admit that he has made one. Thus the 
neurotic when confronted with this necessity "attempts to surrender 
his autonomy; i.e., attempts to create an illusion of fusion,"^ The 
common strategy for achieving this end is duplicitous communication 
or communication in which a person gives two contradictory messages. 
The neurotic in order to live is forced to make decisions, but he 
attempts to deny this fact by the way he presents himself to others. 
Thus, as we have said, the patient, through his symptom, generally 
presents himself to the therapist as a helpless victim who has exer¬ 
cised no choice in becoming what he in fact has chosen to be. 

Kaiser, building upon this understanding of neurosis, con¬ 
structs his theory of psychotherapy upon the basic principle of 
making no demands on the patientJ3 For to imply that any particular 
way of behaving or handling one's feelings can influence the success 
of therapy is to lay oneself open to feeding the patient's means of 
denying his individuality. To suggest that one way of acting is 
preferable to another is to place the patient in the position of 

^1 1bid . 12 Jbid., p. xviii, ^3 1bid .. p. 137. 
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\ feeling the necessity of using a strategy of submission or rebellion 

j) 

to create "the semblance of a delusional fusion relationship."^ If 
| a person can delude himself into believing that he has to do what the 
therapist expects in order to finish therapy, he successfully denies 

!; 

ij that he has a choice. He in effect fuses himself with the therapist 

j 

;j and does exactly what he senses the therapist wants. In this case, 

i; 

r his behavior may change to some degree, but he is no less neurotic by 
Kaiser's definition. 

;! The second choice of response to a therapist's demands is to 

| 

compulsively defeat him. In this case, the patient also deludes him- 
1 self that he is fused with the therapist, but through obliterating 
the therapist's autonomy instead of his own. This defeat of the 
. therapist's expectations is usually done while giving the appearance 

"i 

j of trying hard to cooperate. 

j By structuring the therapeutic relationship in a way that puts 

t 

1 

no expectation on the patient other than his presence, the therapist 

j 

places him in a position where he has to decide how he is going to 

I 

| act. This, of course, provokes his universal conflict, his awareness 

j 

1 of his separateness. And provoking this awareness, according to 
] Kaiser, is essential to his becoming less neurotic, 
j This view of the structure essential to effective psycho- 

• therapy will be elaborated on in Chapter IV in the discussion of the 

j healing structure of the initial interview. At that point it will be 

] _ 

I 

S l4 ibid.. p. 117. 


Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 



« shown how Kaiser's existentialist view of therapeutic structure is 

complementary to the views of the process theorists, Haley and Beier. 

!' 

J To summarize Kaiser, in the desire to overcome his essential 

[ 

i. 

separateness from others, the neurotic attempts to create the delu- 

ji 

| si on of fusion. The attempt to deny the autonomy of himself and 

others results in his denial of choice and responsibility. This dis- 
; association of oneself from one's words and actions is the universal 

I;' 

j symptom of neurosis. The task of the therapist is to create a struc- 

1 

ture in which minimal expectations are placed upon the patient, 

i 

j thereby provoking the patient to have to decide and take responsi- 

bility for how he is going to act. 

D. The Symptom as a Reflection of Self-Idealizing Strategizing 

f 

Thus far the hidden meaning of the symptom has been defined in 

J 

terms of the basic need of the neurotic to deny selfhood and create 

\ 

) 

the delusion of fusion, the symptom being his means of controlling 
j relationships toward that end. It is now important to relate this 

i 

i 

| general view of the function of the symptom to the specific definition 

j 

j of neurosis given in Chapter II. 

j In Chapter II neurosis was defined in terms of the attempt by 

i a person to be in constant control of his inner and outer world 

'j 

j through developing and maintaining a self-idealizing strategy. It is 

■*i 

the assumption of this section that the presenting symptom in therapy 
j can generally be understood as a way of saying one of two things 

| regarding one's strategy; either, "My strategy has broken down. Help 
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* 

f 
* 
t 

I; 

‘ me to restore it!" or, "I am having to pay too great a price for my 

i] strategy. Help me to make it less costly!" 

r 

j. 

1, "Help me to restore my strategy." The demand to be omni- 
i potently ideal is insatiable and compulsive, for it is an impossible 

;! task and the neurotic therefore can never rest easy. To the degree 

i 

' that the neurotic can manipulate the persons and circumstances of his 

V. 

) life to complement his idealized image, he feels momentary satisfac- 

! tion, but never for long. No person is so powerful as to be able to 

i 1 

| be in constant control of his external environment. When the persons 

1 or circumstances with whom he has contact periodically balk at being 

i 

controlled, he becomes anxious. To the extent that he can organize 
his life so that certain really important persons or factors such as 
spouse, children, close friends, job environment, etc., generally 
j complement his idealized Image, he can function with the appearance 

| of normality without the emergence of extremes in his life which 

j would be labeled as psychotherapeutic symptoms, 
j However, a breakdown of the neurotic's strategy occurs when 

i 

j some previously controllable important person or situation asserts 

j its own autonomy and refuses to fit into his neurotic bargain. In 

| this case, he is faced with "basic anxiety." He becomes frantic in 

;j 

| his search for a way of restoring his idealized image. If other 

■ I 

j efforts fail, he may seek the help of a psychotherapist as the last 

j 

chance of finding a way of making his strategy work. 

Donald K. came for therapy stating that he had sexually 
j molested his daughters and his wife had found out about it and 

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 




* f- 


i\ 

> i 

fj 

\[ 

V, 

ij 

'{ 


4 

| 

\ 

J 




t 

i 


( 

\ 

-i 


j 



51 

confronted him. He said he knew he would never do it again and that 
his wife had forgiven him, but he wanted to know why he had done it. 
His behavior was irrational and mysterious to him. 

In the initial interview it was revealed that both of his 
parents had been busy and unavailable to him as a child. They 
offered him very little in the way of help or knowledge. They gave 
him absolutely no sex education. They pushed him to be independent. 
After marriage he had joined the free love society and later he 
began to introduce his daughters to sex play. 

In the course of the interview, it became apparent that 
Donald had idealized being a "know-it-all." Since his parents seemed 
to have little knowledge to offer he had to learn everything so as 
never again to have to risk the disappointment of needing help from 
someone who was unavailable, while at the same time avoiding having 
other people, including his children, feel disappointed in his not 
having knowledge when they needed it. He became superior to his 
parents by showing awareness of his children, touching them, and 
teaching them at an early age to be ideal like himself, i.e., to know 
it all about sex and the rest of life. 

Donald's expressed reason for coming to therapy was that he 
wanted to know why he had molested his girls. But in light of his 
personality dynamics, the deeper message of his request was "Help me 
to restore my strategy. I have acted in a way which seems irra¬ 
tional. Since I must at all costs know it all, I need you to help me 
explain my behavior so I can once more see myself as ideal." 
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Perhaps the most common form of strategy breakdown resulting 
in requests for therapy is marital crisis. Most marriages include 
some kind of bargain in which the partners have discovered that parts 
of their idealized images complement each other. Thus they agree to 
take care of each other's neurotic need. '5 when there is intense 
emotional investment in the bargain, if one partner breaks it, then 
the other one often will ask a therapist to help restore it by saving 
the marriage or by changing his spouse. 

For example, frequently a person who idealizes compliance will 
marry someone who idealizes dominance. The compliant one will live 
up to the bargain for several years until his strategy simply becomes 
too costly in the form of a physical symptom such as ulcers or 
migraines or an emotional symptom such as depression. Then this 
partner will either leave the dominant one or seek therapy for his 
symptom, the therapy resulting in increased emotional health and a 
corresponding refusal to play the marital bargain of submission any 
longer. 

When the dominating partner discovers that his spouse is no 
longer playing the compliant role, he will often ask for therapy in 
order for the therapist to help him restore his strategy. He is not 
likely to ask directly that he be helped to dominate more effectively, 
but this will be the hidden message in the way he presents himself. 

A second situation commonly faced by the therapist is that of 


15 V irginia Satir, Conjoint Family Therapy (Palo Alto: Science 
and Behavior Books, 1964), p. 10. 
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| 

J 

I the parent who is upset because his child is behaving in such a way 
as to provoke a breakdown in the parent's self-idealizing strategy. 

! When a child acts in such a way as to refuse being controlled by the 

parent's need to have everyone near him complement his idealized 
j image, then the child is commonly seen as having a "problem^ and is 

i 

[ brought to the therapist to be treated. Once again, the hidden mes- 

V 

sage of the symptom is "Help me to restore my strategy." 

1 . 

, Laing and Esterson in their book, Sanity. Madness, and the 

j 

I I Fami ly . present the results of investigations into the interpersonal 

i 

j dynamics of the families of eleven persons diagnosed as schizophrenic. 

Their results show how the symptoms labeled as "illness" in the 
eleven patients become clearly understandable as strategies developed 
to try to cope with family situations perceived to be unlivable.^ 

As a case in point let us consider Maya, a woman of twenty- 
eight diagnosed as paranoid schizophrenic. When interviewed, her 
parents stated that she had been a quiet, mature, cooperative little 
girl until the age of eight. Maya lived away from home between the 

i 

| ages of eight and fourteen. When she then returned to live perma- 

j nently with her parents she showed the first signs of "problem" 

j behavior. 

i 

j They complained she was changed. She was no longer their 

little girl. She wanted to study. She did not want to go swim- 
' ming, or to go for long walks with her father anymore. She no 

longer wanted to pray with him. She wanted to read the Bible 
herself, by herself. She objected to her father expressing his 


d. Laing and A. Esterson, Sanity. Madness, and the Family 
(New York: Basic Books, 1964), p. 13. 
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affection for her by sitting close to her at meals. She wanted 
to sit further away from him. Nor did she want to go to the 
cinema with her mother. In the house, she wanted to handle 
things and to do things for herself, such as (mother's example) 
washing a mirror without first telling her motherJ7 

These changes in their daughter, which to the objective 

observer seem to reflect normal adolescent development and healthy 

strivings for autonomy, were seen by the parents as symptoms of some 

kind of emotional disorder. They had a need to keep her as their 

, "little girl" and became quite threatened when she began to assert 

I 

her autonomy and refused to complement their strategy of life. In 

:< 

II 

| their frantic attempt to control Maya they resorted to deceptive, 

! manipulative, incongruent behavior which resulted in Maya's develop¬ 

ing extremely suspicious and hostile feelings. These feelings were 
, later part of the basis for her diagnosis as paranoid. Finally, when 

| all else failed the parents resorted to hospitalization of their 

daughter as the last hope in their efforts to restore their neurotic 

i 

strategy. 

i 

Depression is another symptom which often conceals the request 
\ to restore one's strategy. Generally, depression is a sign that a 

patient has encountered circumstances where he finds it impossible to 
■) maintain his idealized image. Persons dep ress themselves when they 

.i 

i 

;; are experiencing feelings which they feel they cannot express. The 

i 

•i idealized image requires that all feelings which contradict it be 

repressed out of consciousness. But if a patient encounters a 

j 

17 |bid .. p. 18. 


| 
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i situation in which he is helpless to make his idealization work, it 

| may provoke the repressed feelings into consciousness and so he has 

| to depress them to keep them from being expressed. He then may 

[■ 

! request therapy in order to find a way of becoming less depressed. 

|j Dorothy S. came for therapy complaining of severe depression. 

|| She revealed that she was divorcing her husband because of continued 

[i 

infidelity and irresponsibility on his part. But she still cared for 

\\ 

I him and was unsure she was doing the right thing, in addition, she 

1 

! felt she might be in love with another man she had been dating. In 

•! 

:j essence, she was having great difficulty in deciding whether or not 

to complete the divorce, and in deciding between the two men. 

In the course of the first interview it became apparent that 
her difficulty with decisions in the present was symptomatic of a 

j long-standing problem in making decisions. She acknowledged that it 

\ 

' was difficult for her to assert herself and take initiative. She, in 
effect, had idealized being responsive and self-giving without 

■} 

i 

expecting anything in return. 

i 

| But now she found herself in a position where she felt forced 

1 

j to take some kind of initiative for her own welfare. The behavior of 

) 

j her husband had become so blatantly disregarding of her that she 

] 

i 

! could no longer make her strategy of responsive selflessness work. 

Her self-idealization had broken down and she found herself in a 
position where she was helpless to restore it and felt compelled to 

.1 

act out the part of herself she feared the most; that is, her concern 
! for her own welfare. Her repressed feelings had been provoked into 

j 

! 
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consciousness and so she was depressing herself in order to avoid 
expressing them. Her request for help with her depression was essen¬ 
tially a request for help in restoring her strategy. 

The request for the therapist to help restore the patient's 
self-idealizing strategy may come in the form of many other symptoms. 
These three are representative examples. 

2, "Help me to make my strategy less costly." In the second 
chapter, it was shewn that there is inevitably a cost to maintaining 
a self-idealizing strategy. The neurotic pays a price for the choice 
he makes of attempting to be ideal in his particular way. When cir¬ 
cumstances are such that the price becomes too painful emotionally, 
or physically, he may be compelled to seek therapeutic help to 
relieve his pain. The overt message in his self-presentation is 
likely to be in one form or another 'Take away my pain," but the 
deeper message is "Help me to make my strategy less costly." 

As was said earlier, the cost of one's strategy is often 
expressed in the phrase: "I should but I can't." The overt request 
is: "Help me to do what I should be able to do," but the hidden 
message is: "I am committed to living up to my idealized image which 
means I must repress its opposite quality. This is costly for I need 
this quality at times. So I need you to be an omnipotent parent who 
can help me to do the impossible, and that is - to express my 


i repressed side without its conflicting with my idealized image." In 

. other words, "Help me to keep my strategy, but make it less costly." 

| The following case illustrates how a patient's symptomatic 

1 

. 1 

1 
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complaint conceals the request to make her strategy less costly. The 
patient two weeks prior had agreed to begin group therapy, but had 
not shown up for the group meeting. This interaction took place in 
her next appointment. 


Patient : 

Therapist : 

Patient : 

Therapist : 

Patient : 

Therapist : 

Patient : 

Therapist : 

Patient : 

Therapist : 

Patient : 

Therapist : 

Patient : 

Therapist : 

Patient: 


Therapist : 


I will never go to group. I went to group therapy in 
the other clinic and I couldn't stand it. That's why 
f came here, (pauses) 

(silence) 

My husband told me about his group and it sounded just 
like the other group I was in. I won't go to group! 
(looks at the therapist as if expecting an answer) 

(silence) 

You aren't saying anything. 

I understand what you are telling me. You don't want 
to go to group. 

(looks frustrated) 

You look like you are expecting something from me. 

I have nothing to talk about. 

You feel like you have to talk? 

I don't want to sit and stare at the floor for an 
hour. 

You feel like you have to stay here for an hour? 

I feel like I have to get myself straightened out. 

What needs straightening out? 

I'm not happy. I don't love my husband. I don't want 
sex with him ever. But I don't want a divorce. I 
couldn't be alone. 

You seem to be saying you have an inner need not to 
move toward anybody or anything. You can't let your¬ 
self be involved with a group, with me, or with your 
husband. You can't even let yourself move toward a 
divorce action. 


i 
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Patient ; Yes, I can't take any risks. 

Therapist : What's wrong with that? 

Patient : I'm not happy. 

Therapist : You are saying that it's costly not to be involved 
with anyone or anything. You aren't happy, but you 
need to stay the way you are in order to be emotion¬ 
al ly secure. 

Patient : (At this point she abruptly changed the subject and 

began telling about her problem neighbors and frus¬ 
trating relatives.) 

Therapist : Why are you telling me this? What's the point? 

Patient : I don't know, really. 


Therapist : I find myself losing interest because it's not appar¬ 
ent to me why what you are saying to me is important. 

Patient : I guess it isn't. 

Therapist : So you find yourself filling time and talking about 
things that have no apparent importance. It seems 
like you have a need to place yourself and keep 
yourself in positions where demands can be made on you 
so that you can defeat them. So you stay married to 
Dan and his needs for sex and love, and you get the 
emotional satisfaction of feeling strong in relation¬ 
ship to demanding authority. You come to therapy even 
though "you don't really want to be here or to talk" 
because therapy "demands" or expects that you become 
involved, talk, and have problems and feelings. 

That's apparently the meaning of your talking about 
things that aren't important to you here. You defeat 
the demand to talk about real problems and feelings. 

Patient : Yes, I never do do what's expected of me. What can I 

do about this? 


Therapist : I don't want to tell you what to do. Do you see why? 
Patient : Yes, because I wouldn't do it. 


In this interview we can clearly see the attempt of the 


patient to maintain her strategy while complaining of the cost. She 
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presents herself to the therapist in such a way as to ask the impos¬ 
sible, that is, "I want you to help me to be happy while allowing me 
to remain uninvolved with you and everyone else." 

As a second illustration, let us consider the case of Harold 
M. During the initial part of the interview he told of becoming 
sexually involved with a woman in his apartment house, but of being 
unable to get an erection. We then reviewed the fact that he had 
seen all women as being like his mother, who at a critical point in 
his growing up became promiscuous and left Harold. As a result he 
felt abandoned, and since that time had had an inner commitment to be 
sexually pure and self-righteous so as to be superior to women (in 
particular his estranged wife) in order to control them. In other 
words, if Harold remained sexually "pure" he could condemn his wife, 
for being sexual, and so long as she was vulnerable to being con¬ 
trolled by guilt feelings he could keep himself from losing mother 
all over again symbolicaliy. 

Harold ; I'd like to be successful in sex with this woman in 
order to prove my masculinity. 

Therapist : You don't have a problem with your masculinity. You 
choose not to be successful sexually in order to 
maintain your control over women, 

Harold : But I'm frustrated sexually. 

Therapist : That's the cost of being in control of women. Because 
you have to remain sexually superior, you choose to 
pay the cost of sexual frustration. 

Harold : But the women don't see me as superior. It's a bad 

position. In order to get anywhere sexually I'll have 
to change my way of thinking and give up my way of 
control over women, because it's not working anyway. 
But if I lost control I'm afraid I'd be very promis¬ 
cuous. 
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Therapist : You are frustrated because you can't figure out how to 
be sexually free while at the same time keeping your 
control over women. 


Harold : Maybe if I let go of all control over Sue 1 could be 

free sexually, and maybe If I let go of all strings 
she would feel free to be herself. Most of the 
threads I have on her she puts there. 

Therapist : What if you let go completely and didn't see her? 

Harold : It makes me so anxious to think about that. I wish I 

could feel I could let her be free. If I could just 
cut her off, but the only way I could would be to 
find out she is running around. 

In this interview Harold's symptom of impotency was a reflec¬ 
tion of the cost of his strategy. His request was to make his 
strategy less costly, but in the course of the interview he was led 
to see the impossibility of this expectation. He was confronted 
with his choice and responsibility for being the way he complained 
he was. 


I E. Summary 

Neurosis can generally be understood as the denial both of 
i one's own autonomy and the autonomy of the external world. The 

neurotic attempts to be in constant control of his inner and outer 
world in order to create the delusion of fusion. His specific vehi- 
:'j cle of control is his self-idealizing strategy of life. But he can¬ 

not consciously admit that he is compelled to be all-powerful, for 
to admit this would be to admit his separateness and his resultant 
lack of omnipotence. Thus his symptom and his self-image of victim¬ 
ization become his way of being in control while denying that he is 

i 

j 

) 

* 
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< in control. He attempts to be omnipotent while being unable to enjoy 

1 the fruits of omnipotence (basically, security against "basic anxi- 

j ety"), because he has to deny his power in order to maintain it. He 

is unable to accept himself as he really is. 
i. When the neurotic's self-idealizing strategy begins to break 

I . 1 

down or become too costly he may request help from a therapist. The 
symptom in psychotherapy, then, is usually the patient's way of try¬ 
ing to maintain or improve his control of his world while presenting 
himself as a helpless victim. The hidden message of the symptom is 

f 

! generally one of two things; either "Help me to restore my strategy!" 

il. 

or "Help me to make my strategy less costly!" 

li. PRE-THERAPY DIAGNOSIS OF THE PATIENT'S STRATEGY 

The initial therapeutic interview is of crucial significance. 

I 

Since the patient usually comes expecting to receive some beginning 
help in lessening his symptomatic pain, the therapist who is com¬ 
mitted to freeing him to pursue the process of becoming must inevi- 
( tably expose him to an initial disappointment. He comes expecting 
j Tieip with a specific problem and is confronted with the fact that the 

i 

| therapist does not immediately engage himself in the task of reducing 
that pain, but instead implies that he suffers from a problem deeper 

i 

than the one he has sensed. 

What will his motivation be then for returning after the first 
i interview, if he sees the therapist as a source of exposure to deeper 

i 

pain than he has known? The answer is that he may be motivated to 

| return if the therapist, in the process of disappointing him in his 

.1 

I 
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; initial expectation, can at the same time provoke him to see himself 

as a person who has a power of choice which he has not been willing 

! to acknowledge openly to himself. The patient who begins to discover 

i 

: his self-idealizing strategy has taken the first step in acknowledg- 

I ing himself to be more than a helpless victim. This suggestion of 

i 

| the existence of heretofore unknown power and the resultant birth of 

i a hope that one might therefore be able to become a freer person can 

be the key motivation for a patient returning to see a therapist who 
has exposed him to deeper pain. 

; This author, in cooperation with Carroll Wright, has developed 

a pre-therapy questionnaire designed to discover the self-idealizing 
strategy of a patient prior to the first therapeutic interview. The 
purpose of using such a pre-therapy diagnostic tool is to enable the 
therapist to be more sensitive in the first interview to the covert 
communication of the patient, through which the patient will gener¬ 
ally attempt to get the therapist to help him restore his strategy or 
make it less costly. The basic assumption underlying the use of this 
questionnaire is that the therapist who has some degree of advance 
knowledge of the patient's idealized self-image will be better pre- 

i 

pared to avoid being controlled by the patient's covert attempt to 
use him to perpetuate his strategy. 

■ ' ' A key task of the therapist, in other words, is to discover 

the seif-idealizing strategy of the patient and to educate him to a 
growing awareness of his strategy as it is revealed in his style of 
interaction with the therapist in the here-and-now of the therapeutic 

\ 

I 
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j interview. But if the therapist tries to structure the initial 

interview in such a way as to elicit overt, verbal answers aimed at 
I revealing the idealized image of the patient, then the patient is 

controlled by the therapist and prevented from involving himself in a 
| more dynamic way in the therapeutic encounter. To the degree that 
the therapist directs the patient with his own line of questioning, 
he protects the patient from the anxiety of a less structured rela¬ 
tionship in which the patient would be provoked to resort to his 
usual means of controlling anxiety, and that is - his self-idealizing 
strategy. Thus the use of a pre-therapy questionnaire enables the 
therapist to gain helpful information on a rational level while free¬ 
ing him to use the initial therapeutic encounter to discover the 
dynamic expression of the patient's strategy in his covert communica¬ 
tion. 

The following questions make up the pre-therapy questionnaire 
designed to provide a beginning diagnosis of the patient's strategy: 

1. Describe the symptoms or difficulty about which you seek help. 
When and how did this problem develop? What kind of help do 
you desire? 

2. What quality do you dislike most about yourself? 

3. What quality do you like most about yourself? 

4. What quality do you admire most in others? 

5. What quality do you dislike most in others? 

6. If you could, what one thing would you change about your 
father (or father figure)? 

7. If you could, what one thing would you change about your 
mother (or mother figure)? 

8. What would you change about their relationship to each other? 
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9. If you could have three wishes come true, what would your 
wishes be? (List in order of importance)^ 

Question 3 is aimed at revealing a person's chief idealized 
quality. Question 2 is designed to reveal the cost of one's strategy. 
Patients commonly answer this question in a way which reveals their 
longing to be able to express what they feel to be the positive 
aspect of their repressed side. However, some patients will respond 
to this question in such a way as to reveal a desire to live up more 
perfectly to their idealized image. Question 4 is intended to give 
further clarification to the content of the idealized image. 

Patients will usually answer it either in terms of the quality they 
idealize in themselves or in terms of what they feel to be the posi¬ 
tive aspect of the quality they have repressed in themselves but 
admire in others, because they at times need this forbidden trait. 
Often the answers to this question are a way of saying, "I ought to 
be like this, but I have reasons not to be." Question 5 is aimed at 
discovering the patient's repressed quality, the quality whose oppo¬ 
site he has idealized. 

Often the answers to these four simple questions can provide a 
valuable preliminary picture of the patient's self-idealizing strat¬ 
egy. For example, let us consider the case of Virginia W. (all names 
used will be fictitious). Her answers to the four questions were as 
follows: 


^Personal Questionnaire for Intake Interviews, Pastoral 
; Counseling Service, Los Angeles Baptist City Mission Society. 

■i 
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What quality do you dislike about yourself? - Self-consciousness 
What quality do you like about yourself? - Curiosity 
What quality do you admire most in others? - Accomplishment 
What quality do you dislike most in others? - Smugness^ 

From these four answers we can build a beginning hypothesis 
regarding Virginia's self-idealizing strategy. Virginia is fearful 
of being closedminded and self-contained, so she idealizes not know¬ 
ing anything for sure. Since she fears being smug she must always 
try to appear curious, open, and desirous of learning. She cannot 
accomplish much because to accomplish anything requires that she turn 
her curiosity into decisiveness and action, and this would make her 
look sure of herself or smug. Her demand on herself to be curious 
makes her say, "I want to accomplish," but her fear of being smug 
prevents her from accomplishing. She complains about self-conscious¬ 
ness because a person who is never smug cannot think of herself, but 
rather must always be curious and oriented outward. 

Virginia's answers to the other questions were as follows: 

If you could, what one thing would you change about your father 
(or father figure)? - I would have him love me. 

If you could, what one thing would you change about your mother 
(or mother figure)? - She never really likes anyone. I wish she 
didn't find fault so readily and could see past faults. 

What would you change about their relationship to each other? - 
I wish they liked one another. 

If you could have three wishes come true, what would your wishes 
be? (List in order of importance) - (a) I wish I knew how to do 


^Intake Questionnaire for Virginia W., Pastoral Counseling 
Service, Los Angeles Baptist City Mission Society 
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[ something, (b) I wish I was married to someone fascinating, (c) 

I wish I knew how to make friends.^0 

When these responses are added to the hypothesis derived from 

! 

the first four questions, a more complete picture of Virginia's self- 

r- 

idealizing strategy emerges. 

1 : 

j She fears being negative and critical of others like her 

t; 

mother, and she fears being unloving like her father. So she ideal¬ 
izes being accepting, warm, and anxious to learn, while avoiding at 
all costs being confident, self-contained, and accomplishing any¬ 
thing. 

t 

j 

The cost of her strategy and the desire to make it work better 
are revealed in her three wishes. She wishes she "knew how to do 
something," but, of course, she cannot for fear of being smug. She 
wishes she "knew how to make friends," but she cannot, again for fear 
of knowing how to do anything for sure, and for fear of liking her¬ 
self enough to attract friends (mother likes herself too much and 
others not enough). She wishes she were "married to someone fascinat¬ 
ing," because this kind of person would perfectly complement her 
neurotic need always to be curious. A fascinating husband would be 

i 

} able to feed her insatiable neurotic curiosity. 

} 

As a second illustration of the diagnostic use of the pre- 

| 

therapy questionnaire, let us consider the case of Karin M. Her 
answers to the questionnaire were as follows: 

20 1bid. 
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1. Describe the symptoms or difficulty about which you seek help. 
When and how did this problem develop? What kind of help do 
you desire? - Two occasions of infidelity - A fear this would 
continue - Insecurity of my marriage - Unhappiness with myself 
for never quite performing duties well - Doubting my love for 
my husband - Worry about the shouting and bickering among all 
family members - I want: a more secure and happy family, more 
peace for myself, a feeling of doing a few jobs well. 

2. What quality do you dislike most about yourself? - Doing ser¬ 
vices for other people when I would prefer not to. 

3. What quality do you like most about yourself? - Caring for 
other people, to find a quality I can like - in persons that 
are difficult to I ike. 

4. What quality do you admire most in others? - Honesty with self 
and others - outgoing - warm. 

5. What quality do you dislike most in others? - Dishonesty - 
opinionated - self-centered - critical of small things. 

6. If you could, what one thing would you change about your 
father (or father figure)? - Using his position as head of 
house to demand silly things. 

7. If you could, what one thing would you change about your 
mother (or mother figure)? - (1) Housekeeping methods, (2) Her 
refusal to admit to flaws of children, (3) Critical of others' 
troubles. 

8. What would you change about their relationship to each other? 

- Better communication of what was wanted of each other. 

9. If you could have three wishes come true, what would your 
wishes be? (List in order of importance) - (1) Success for 
my children (with themselves and society), (2) For my husband 
to feel he is successful, (3) A peace with myself.21 

Karin fears being an inadequate homemaker and being critical 

and petty like her mother, and she fears being selfish and demanding 

like her father. So she represses her opinionated, selfish, critical 


^Intake Questionnaire for Karin M., Pastoral Counseling 
Service, Los Angeles Baptist City Mission Society. 
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| side, and idealizes being tolerant, caring and warm even when people 

do not deserve it. She complains about the cost of her strategy in 
j stating that she dislikes the fact that she is unable to say no. She 

dislikes having to be dishonest in order to maintain her idealization 
I but feels she has to deceive herself and others in order to appear to 

j; be always caring and tolerant. She comes for therapy hoping to have 

help in making her strategy work better so that her children can be 
happier, her husband can feel more adequate, and she can feel she is 
performing her duties more perfectly with more peace of mind. 

| These two cases are illustrative of how the pre-therapy ques¬ 

tionnaire can serve as a useful tool for the therapist in his attempt 
to be sensitive to the patient's strategy while at the same time 
allowing the patient to reveal his strategy in the way he presents 
himself in the initial interview, so that he can gain a new perspec¬ 
tive on himself in the here-and-now of the therapeutic encounter. 

Having defined neurosis in terms of omnipotent self-idealizing 
strategizing, having defined the hidden message of the symptom in 
terms of the breakdown or cost of such strategizing, and having 

! illustrated the pre-therapy diagnosis of the patient's strategy, it 

* 

J is now important to relate this understanding to a definition of the 

I task of the initial therapeutic interview. This is the aim of 

Chapter IV. 


i 

' ! 
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! CHAPTER IV 

i 

THE INITIAL THERAPEUTIC INTERVIEW: 

THE ENERGIZING OF THE POWER OF CHOICE 

i : 

j I. THE GOAL OF PSYCHOTHERAPY 

li 

j: 

i. 

In considering the task of the initial therapeutic interview, 

r 

it is first important to comment on the piace of values in psycho¬ 
therapy and then to define the overall goal of psychotherapy. For a 
definition of the initial therapeutic task is built upon one's con- 

| 

cept of psychotherapy, and, in like manner, one's concept of psycho¬ 
therapy reflects one's values. 

A. The Psychotherapist and Values 

The possibility of moral neutrality on the part of the thera¬ 
pist has largely been rejected by contemporary theorists. It is 
generally acknowledged that therapists inevitably communicate values 
of some kind, regardless of the psychotherapeutic method employed. 

The therapist, by the very nature of his interaction with the 
j patient, is involved in a moral confrontation which makes communica- 

l 

tion of some part of his own value system an inescapable part of what 

goes on. In Perry London's words: 

The notion that the psychotherapist's situation differs much 
from the priest's is, I believe, a convenient fiction. To any 
given incident revealed by his client, the psychotherapist makes 
some kind of response, or so he is seen. He may carefully avoid 
making a very emphatic positive or negative response - he may 
manifest a studied, neutral attitude, and he may sincerely and 
devoutly feel neither censure nor approval of the situation at 


1 
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j hand. But to regard this neutrality as an amoral position. . .is 

i’ ultimately to deceive both the client and himself. For this 

belief implicitly denies the essence of the psychotherapeutic 
I relationship: that its most critical points are those involving 

the interactions between participants, not the private experi¬ 
ences of either or both of them.' 

t 

i Because of the very structure of the therapeutic situation, 

I: 

I; 

j: the therapist is perceived as responding to or communicating with the 

i, 

l; 

patient, even if he is silent. His responses, as with all human 
beings, reflect his values. 


B. Freedom of Choice: The Value Host Common to Psychotherapists 


The values of a therapist are most clearly revealed by the 
results he says he wishes to obtain. Charlotte Buhler suggests that 
the kind of results valued by the different schools of psychotherapy 
can serve as the basis for placing them in four categories, namely 
naturalism, cultural ism, humanism, and theism.^ These categories 
represent therapies aimed at helping the patient to become freer to 
satisfy his needs, to be socially adjusted, to be self-realizing, or 
to be an integrated person with a philosophy of life. Buhler con¬ 
tends that all of these categories value one result in common: free¬ 
dom of choice. 

A survey of contemporary therapeutic literature gives much 
support to Buhler's contention. A large body of theorists propose in 


\ lPerry London, The Modes and Morals of Psychotherapy (New 

j York: Holt, Rinehart and Winston, 19^4), p. 11, 

j 2 

; 4 Charlotte Buhler, Values in Psychotherapy (New York: Free 

| Press, 1962), p. 194. 


I 
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one form or another that the therapeutic task is one of increasing 
the person's sense of responsibility for his own behavior. It is 
felt that any therapist who capitulates to the request to assume a 
kind of omnipotent power over the patient by telling him what to do 
or what is wrong with him falls into the trap of supporting the image 
of the patient as a helpless victim, thereby preventing the patient 
from the possibility of rediscovering his forgotten power of choice.3 
The therapist who takes on the role of controlling the patient's 
behavior is seen as unable to understand him as a person in the pro¬ 
cess of becoming. He dehumanizes the patient and treats him as an 
object of control rather than one who has the power of choice and the 
responsibility for exercising it. There is, in fact, an inverse 
relationship seen between power and understanding. 

The more rigorously we want to control another person's 
conduct, the less we need to understand it. If our aim is to 
control, what we need is power and the willingness to use it. 
Conversely, if our aim is understanding, we must eschew power. . . 
The more intimately we understand a person, the more difficult it 
is to control him: our understanding inhibits us from influencing 
him forcefully. Indeed it seems that we can understand another 
person only in proportion to our willingness to restrain our¬ 
selves from dominating him brutally or submitting to him blindly. 

This stance is characteristic of existential schools of 
psychotherapy. While there is no technique common to existential 
therapists, they all approach the patient with the same aim; that is, 


^Wilson Van Dusen, "Existential Analytic Psychotherapy," 
i American Journal of Psychoanalysis . XX:1 (I960), 39. 

^•Thomas S. Szasz, "Human Nature and Psychotherapy," Compre¬ 
hensive Psychiatry . 111:5 (October 1962), 281. 
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[. to understand his phenomenological world and as a result to energize 

i 

his dormant power of choice. Wilson Van Dusen's words express well 

! this view of the patient and concept of therapy. 

A11 of the productions of the patient (words, actions, dreams, 
etc.) are so to speak puppets. By examining his choosing here- 
j. and-now with me, I deal directly with the puppeteer. This is the 

| existential engagement. He is caught. All avenues of escape are 

I sealed. As he grows in awareness of the size and qualities of 

; his world, his area of choice expands. In the beginning of ther¬ 

apy it appeared he had no choice. He was caught as an actor in a 
repetitive, unpleasant drama. As awareness of his world expands, 
he comes to deal with the playwriter - his forgotten choices - 
the drama changes. It appears more and more that he writes the 
drama. Therapy ends without any massive transference because the 
- therapist was no all-wise magician. He only permitted the 

patient to discover and choose himself.5 

Therapists of this persuasion believe in the inherent respon¬ 
sibility and ability of every person to choose his style of life in 
response to his past and present conditioning. Their purpose, there¬ 
fore, is not to assert power over the patient by judging, giving 

! 

advice, or directly trying to cure his symptom, but rather it is to 

j 

help him look beneath his initial understanding of himself as help- 

j 

less in order to become aware of his deeper and forgotten choices, 
j The therapeutic task is seen as not to try to help the patient change 
in the way he requests, but to help him see himself as he is and to 

j leave him free to change as he rediscovers his power to do so. The 

j 

j therapist above all else values the autonomy of the patient, 

j The most commonly accepted goal of psychotherapy, then, is 

.j freedom of choice for the patient. The therapeutic task is generally 


5yan Du sen, op. cit .. p. 39. 
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| seen as one of fostering in the patient an awareness of choice and 

t 

responsibility for his actions without trying to make the patient 
! behave responsibly in a specified way. 

II. THE HEALING STRUCTURE OF THE INITIAL INTERVIEW 

i 

r 

' It is now important to build upon this definition of the goai 

i of psychotherapy to define specifically the climate or structure 

essential to the initial therapeutic interview, if the therapist is 
I to begin to energize the patient's dormant power of choice. It will 

be shown that the healing power of the structure of psychotherapy is 
due to its relevancy to the unfinished developmental task of the 
patient, as it was described in Chapter II. 

A. The Unfinished Developmental Task of the Patient 

At the beginning of this paper it was noted that a basic 
developmental task of early childhood is to be able to imagine one¬ 
self as omnipotent in relationship to parental figures. The child 
f does this by observing the reliability of his parents and then 

; imagining that he is causing them to do what he has come to be able 

j to predict that they will do. He imagines he has magic power to 

/ 

] make others act in the way he needs them to act. He thus makes him- 

i self feel safe even though he is physically helpless. Once the 

child can feel safe enough through his omnipotent phantasies, he can 
] transfer his imagined power to his parents and relieve himself of 

j the anxiety associated with trying to imagine himself to be in total 

| 
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| control of his world when it obviously is not perfectly predictable. 

Earlier it was also said that the neurotic tries to become 

j omnipotent in reality because of his inability to develop inner 

i 

phantasies of omnipotence in early life. To the degree that he could 
j not perceive his parents as reliable, he could not imagine himself to 

i' 

! be in control of them, so he was driven to try to control them in 

actuality in order to try to "make" them become reliable. The 

i 

patient who tries to manipulate the therapist into helping him to 
maintain his self-idealizing strategy, in other words, has never been 
! able to perceive external authority as reliable enough for him to be 

ij 

able to develop omnipotent phantasies of causing the reliable behav¬ 
ior. 

It would seem, therefore, that the therapist's task at the 
deepest level is to be in control of himself so that the patient is 
not allowed to control the therapist in reality. For if the patient 
can perceive the therapist as not controllable in reality, if he can 
experience him as an authority who functions autonomously for him- 
! self, then the therapist can gradually be seen as a predictable, 

reliable authority figure. To the degree that the patient can tol- 

j erate the pain of not being able to control the therapist in reality, 

> ) 

] he is freed to begin to develop inner phantasies of causing the 

I reliable behavior of the therapist. The therapist who is strong and 

sensitive enough to avoid being controlled, while not rejecting the 
•1 patient in his need to control, is thus able to provide the energiz- 

I ing power to enable the patient to go back to his unfinished 

j developmental task. 
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B. The Energizing Power of Beneficial Uncertainty 

This initial task, of frustrating the patient in his attempt 
to control and accepting the patient in his need to control, is a 
delicate one which demands of the therapist a skill in creating a 

f 

l. 

j; certain kind of therapeutic climate. The study and definition of 

I; 

i this climate has been carried out in recent years by those in the 

1 field of communications analysis. The application of this science to 

the analysis of the therapeutic interview has brought a new perspec- 

•i 

tive to the theory of psychotherapy. Instead of studying therapeutic 

1 experience from the viewpoint of what the therapist says he is trying 

to do, communicat ions analysts have focused on what actually happens 
between the therapist and patient. These studies have resulted in 
the contention that the different schools of psychotherapy share 
certain basic processes which are more general than the specific 
methods which distinguish the schools. This principle is seen as the 
explanation for why therapists with widely divergent techniques all 
report successes. 

Representative of such an understanding of the therapeutic 

j process are the views of Haley and Beier. Both men feel that the 

cause of change in the patient, regardless of the theoretical 
explanation or method used, is a particular structure common to all 
of the schools. The nature of this structure was touched upon 
earlier in the discussion of Kaiser's existentialist views. Kaiser 
contends that the therapist's task is one of not placing any expecta¬ 
tions upon the patient, thus provoking in him an awareness of choice. 

' < 

i 
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While using slightly different terminology, Haley and Beier hold to 
the same view essentially. This therapeutic structure is referred to 
as “benevolent paradox"^ by Haley and “beneficial uncertainty"? by 
Beier. 

Haley says that the effective therapist, while defining the 
relationship as helpful, will put the patient through the ordeal of 
permitting or encouraging the painful symptomatic behavior.8 The 
patient is thus caught in a “benevolent paradox." If the therapist 
tried to be helpful only, the patient could stay in control by main¬ 
taining his symptom. If the therapist only put the patient through a 
painful assignment, the patient could stay in control by rebelling or 
failing. However, when the therapist tries to be helpful and at the 
same time encourages the symptom, the patient is disarmed. He no 
longer can use his symptom to control the therapist, nor can he con¬ 
trol (i.e. “please" the therapist) by giving it up. The patient thus 
finds himself in a structure in which it is impossible to maintain 
his usual means of control. 

Building upon the assumption that the neurotic patient has 
learned to control others through "evoking" messages, in which he 
covertly creates a needed emotional climate through contextual cues, 

8 Jay Haley, Strategies of Psychotherapy (New York: Grune & 
Stratton, 1963), p. 67. 

?Ernst G. Beier, The Silent Language of Psychotherapy 
(Chicago: Aldine, 1966), p. 21. 

®Haley, op. cit .. p. 53. 
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| Beier contends that a basic therapeutic principle is to offer asocial 

responses which are designed to frustrate the patient's expectations 
| and to create a feeling of uncertainty. The therapeutic relation- 

ship is thus distinct from the usual social setting in that the 

| therapist deliberately avoids the expected social response in order 

i 

I to avoid reinforcing the patient's neurotic strategy. 

j' 

Generally, the arousal of uncertainty in a judgmental atmos- 

i. 

phere will lead to defensive behavior of some kind, especially with- 
; drawal. But the therapeutic relationship's uniqueness is in its 

ability to create uncertainty in the patient in combination with the 

it 

feeling of being cared about and accepted.9 The uncertainty of the 
patient is evoked by the asocial nature of the therapist's responses. 
The beneficial feeling, in part, comes from the therapist's permis¬ 
sive attitude. Through what he says and the way he says it, the 
therapist supports the patient's right to feel and think in any way 
he chooses. 10 As a result, the patient is helped to begin to grow 
in his ability to tolerate the feeling of uncertainty without having 
to defend himself. 

j 

The healing power of the therapeutic structure thus comes 
j through the arousal in the patient of benevolent paradox or bene- 

l 

ficial uncertainty. In such a climate the patient finds it impos- 
■i sible to maintain his usual position of control, and, therefore, is 

] ^Beier, op. cit .. p. 56. 

10 Carl Rogers, On Becoming a Person (Boston: Houghton 
. Mifflin, 1961), p. 53. 

j 

i 
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provoked to explore new alternatives. Some form of spontaneous 
behavior generally results from being caught in beneficial uncer¬ 
tainty, and spontaneity reflects a break with the old, a breakthrough 
in the recovery of the patient's forgotten power of choice. His 
rigidity is broken. He no longer is a "finished" personality. 

III. THE ROLE OF THE THERAPIST IN THE INITIAL INTERVIEW 

Next it is important to define more specifically what the role 
of the therapist is in the initial contact with the patient, as he 
attempts to establish the climate of beneficial uncertainty. This 
section will describe the therapist's role under four headings: 
disengagement, permissiveness, education, and persuasion. 

A. Disengagement 

Basic to the therapist's effectiveness in establishing a 
healing structure is the ability to disengage himself from the 
emotional climate evoked by the patient's symptom in order to ask 
the question: "What does the patient expect of me in this behav¬ 
ior?"^ By asking this question, he begins to tune in on the deeper 
message of the symptom which is concealed by the overt complaint of 
the patient. 

In order to develop an accurate answer the therapist must 
begin by looking at himself.^ While listening to the patient's 

^Beier, op. cit .. p. 32. ^ I bid .. p. 33. 
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complaints, it is essential that he also listen to his own emotions 
in response to the complaint. He should notice whether the patient 
evokes in him feelings of sympathy, protectiveness, anger, or what¬ 
ever; and he should ask himself what covert cues have evoked these 
reactions. In other words, the therapist begins with the patient by 
listening with two ears; with one he listens to the overt content, 
with the other he stands back from that content and listens to his 
inner subjective responses to the covert communication, and asks 
himself: "What does it mean about the patient's strategy of life 
that he is evoking these feelings in me without admitting that he 
wants to do so?" 

This principle needs to be qualified by the additional insight 
that the therapist's emotional responses are always a combination of 
what the patient communicates and what the therapist is predisposed 
to feel in relationship to others. There is a danger that the ther¬ 
apist can project all responsibility for his feeling tone onto the 
patient and thereby be led to react inappropriately. It is of basic 
importance, therefore, that the therapist be able to "read" himself 
as well as the patient. "It is this quality of recognizing his own 
contributions to the interpretation of a given message that differ¬ 
entiates a good therapist from a poor one. "^3 

In summary, in order to take the beginning step in creating 
an atmosphere of beneficial uncertainty, the therapist must 


1 13 1 bid., p. 34. 

i 
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understand his own predispositions, and allow for them in listening 
to his inner emotional responses to the patient's symptom. By doing 
this, he is able to define what the patient is secretly demanding and 
what this demand reveals about the deeper hurt underlying the symp¬ 
tom. The beginning task necessitates that the therapist have the 
ability to disengage himself from the socially expected emotional 
climate evoked by the patient. 


B. Permissiveness (or Acceptance) 


ji 


i 

i 



1 



A therapeutic relationship structured to evoke beneficial 
uncertainty in the patient reflects what Haley calls the first law of 
relationships; that is, "When one person indicates a change in rela¬ 
tion to another, the other will act upon the first so as to diminish 
and modify that change."^ This law when applied to the therapeutic 
relationship requires that the therapist avoid direct attempts to 
change the patient while placing emphasis upon some other aspect of 
the interaction. In the very relationship structured to help him 
with his symptom, the therapist permits the symptom to continue. In 
so doing, the therapist places the patient in the paradoxical and 
uncertain position designed to evoke heretofore unexpressed dimen¬ 
sions of his personality. 

Permissiveness, in the sense of allowing pathological behavior 
to continue while focusing on some objective other than direct 

^aley, op. cit .. p. 189. 
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i 

j behavioral change, is common to the majority of psychotherapeutic 

approaches. The most obvious forms of therapeutic permissiveness are 
I seen in client-centered therapy and its reflective technique and in 
| classical psychoanalysis with its free association technique. Other 

i therapies may be less blatant in their permissiveness, but in one 

| form or another most follow the first law of relationships in not 

making immediate change of the patient the objective of therapeutic 
interaction. 

Permissiveness by the psychotherapist is not absolute in the 
sense of allowing the patient to function totally free from any 
influence on the part of the therapist. The therapist is permissive 
in the sense that he relates to the patient in such a way as to com¬ 
municate acceptance of the patient's right to feel and think anything 
he chooses, but as the patient exercises this right the therapist 

( 

chooses his interventions so as to foster in the patient a growing 
awareness of his choice and responsibility for what he feels and 

1 

thinks. 

< Szasz's distinction between the autonomous and the heterono- 

! mous therapist is helpful at this point.^ The autonomous therapist 

| is inner-directed in the sense that he defines for himself his pro- 

I fessional identity, who he will be and how he will relate regardless 

1 of the presenting complaint or type of patient. The task of the 

i 

autonomous therapist is to take care of himself, by maintaining his 

^Thomas S. Szasz, The Ethics of Psychoanalysis (New York: 
Basic Books, 1965), p. 43. 
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( identity no matter what the patient asks of him. The therapist can 

only foster the patient's autonomy if he maintains his own. By 

! taking care of himself, in this sense, he steers but does not force 

the patient to begin to function autonomously. 

i By contrast, the heteronomous therapist is other-directed. 

i 

i 

! His therapeutic response is determined by the need of each particular 

I patient. For example, if the patient complains of depression, the 

therapist may recommend medication or some other treatment aimed 
directly at alleviating the patient's suffering. The heteronomous 

{! 

! therapist interacts with the patient as if to say: "I will take care 

of you." 

The pitfall of the heteronomous posture, states Szasz, is that 
the therapist will tend to project his own needs onto his patients.^ 
When the heteronomous therapist infers that he will take care of the 
patient's need, the concealed message is, "I need you to take care of 
me." For example, the therapist who needs to feel that his life has 
meaning through being adequate or helpful to others, feels compelled 
to alleviate the patient's pain and thus offers to take care of the 
patient in order to feel good about himself. It appears as if his 

j 

patients are dependent upon him, but covertly he is dependent upon 
them. 

At this point it is important to recognize that there is no 
basic contradiction between the therapist's functioning autonomously 

l6 lbid.. p. 45. 

j 
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j and his functioning as a warm, caring authority figure. It is the 
assumption of this section that any intervention that the therapist 
makes in the initial interview should communicate a feeling of con¬ 
cern for the patient, but the therapist should make a clear distinc- 
I tion between the kind of concern which says, "I will take on the 

responsibi1ity of curing your symptom,*' and the kind which says, "I 
‘ care about you as a person and value your feelings whatever they may 

be." The autonomous therapist thus does not try to "take care of 
i his patients, but rather he cares about them as persons. He is per¬ 

missive in the sense that he does not focus on "curing" them. In 
essence, his aim is to energize their dormant power of choice rather 
than to try to get them to make particular choices. 

C, Education 

j 

■ 1. Psychotherapy as education . In addition to his disengaged, 

i 

| permissive role, the therapist has an educational function to fulfill 

i 

j in his initial contact with the patient. The effective therapist 

i must do more than frustrate the patient's usual means of control 

j while permitting him to feel and think whatever he chooses. The 

] therapist must begin to educate the patient to new meanings of which 

j 

j he heretofore has been unaware. 

| In seeking to define the specific nature of this educational 

; aspect of the therapeutic task, Szasz begins by pointing out that the 
various kinds of learning can be viewed in terms of a hierarchy, from 
the simplest to the more complex. This hierarchy of learning 
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; progresses from "protoeducation" to "education" to "metaeducation ."^ 

The simplest kind of learning experience involves the giving 
! and receiving of advice. One person poses a problem or question and 

another person offers a direct answer or solution. This kind of 

| education Szasz calls "protoeducation." 

j< 

j More complex is the kind of situation where the person in 

authority teaches and the student acquires more than advice; and yet, 
the student can gain the advice that he needs from the general infor¬ 
mation ("metaadvice") he has learned. Szasz refers to this as simply 
| "education." If you are a traveler and you want protoeducation you 
ask directions to your destination. If you want education you 
request a map from which you can acquire the needed directions. 

Szasz suggests that an even more complex and/or higher level 
j of education is what is called "metaeducation, 11 or "learning about 
how one learns."^ This type of education, he says, is a principal 

i 

| method of effective psychotherapy. 

i The characteristics of "metaeducation" are: 

| 1. Learning is not limited to a single class of items. Instead 

the metateacher teaches the student how he has learned and what 
personal and social consequences result from this style of 
learning. The aim of metaeducation is to teach and learn about 
teaching and learning. 

2. Since the purpose of metaeducation is not to impart factual 
information, the truth or falsity of the teacher's communica- 
! tions is not a significant consideration. The teacher's task is 

to help the student to acquire a metaeducational perspective 
toward himself. Accordingly, his effectiveness must be measured 
in terms of whether - or better, to what extent - his student 
achieves this goal J9 


17ibid.. p. 48. I 8ibid .. p. 49. !9 |bid . 
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I According to Szasz, a student wanting protoeducation would ask 

the answer to a specific question. If he wanted education he might 

i be given a book from which he could answer various related questions. 

t 

In a metaeducational situation he might be given a filing system of 

t- 

j books and taught how to use it to learn whatever he chose to learn, 

i: 

| so that he would not have to wait for advice or directions to a 

; specific book. 

Through these illustrations, it becomes clear that it is meta- 
j. education which fosters the autonomy of the student to the highest 

! degree. Thus it can be seen why metaeducation is the type of educa- 

'f 

tion most suited for therapy aimed at energizing the patient's free¬ 
dom of choice; that is, autonomous psychotherapy. Autonomous 
psychotherapy includes each of the three kinds of education, but 

- with specific emphasis upon metaeducation, or learning about learn- 

I 

i . 

mg. 

t 

i 

2. The educational content of psychotherapy. (What does the 

) 

i therapist teach?)^ In its period of early development, psycho- 

1 analysis concerned itself with exclusively analyzing the patient's 

U 

reconstructions; first his sexual memories, then his fantasies, then 
his entire childhood history. Later the analytic concern shifted 

j and broadened to include analysis of the transference neurosis. The 

J 

] educational concern thus gradually shifted to a higher level, and 
Szasz proposes that it must not stop there. Analytic scrutiny, he 

2°Jbid., p. 53. 
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says, must focus back on itself; 

Therapy must thus include analysis of the analytic situation. 
Nothing less than this can achieve the classic aim of psycho¬ 
analysis - the complete emancipation of the patient from the 
forces that bind him to the person of the analyst.21 

Analysis of the analytic situation implies that the thera¬ 
pist's primary focus is on what is going on in the here-and-now of 
the therapeutic encounter. His task is to tune in on the overt and 
covert content of this encounter in such a way that he teaches the 
patient a new and deeper awareness of himself. 

In autonomous psychotherapy "The content of the therapeutic 
transaction must be defined largely by the patient. This is true 
especially at the beginning of the relationship." 22 This is not to 
say that the autonomous therapist is nondirective. His task is to 
interact with the patient in a particular way. Once the patient 
initiates the topic, the therapist's task is to listen in such a way 
that he can "transcend the conscious account of the situation pre¬ 
sented by the patient and construct another, less fictional version 
of it."^3 He does this by observing inconsistencies between the 
patient's words and actions, nonverbal communication, the manner of 
relating to the therapist, unacknowledged feelings, etc. The auton¬ 
omous therapist is, in other words, a "specialist in repressions."^ 

In Chapter II it was noted that the more emotionally 
provocative an act is, the less the respondent is able to reason 

21 Ibid.. p. 57. 22 lbid. 2 3|bid.. p. 58. 24 lb?d. 
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about the intent of the initiator of the act. The neurotic has 
learned from childhood to create emotional reactions through covert 
communication so as to be able to gain certain satisfactions in 
hidden ways. The therapist, in his disengaged stance, deliberately 
stands back from the socially expected reaction to the patient's 
initial behavior in order to try to understand his covert communica¬ 
tion. As he observes the patient, he intervenes in order to describe 
his understanding of the subtle communications of the patient. The 
therapist acts, in his educational role, as a "mirror in depth" for 
the patient. 

This is not to say that the autonomous therapist simply 
uncovers the unconscious of the patient. For the information which 
the therapist provides the patient is a new way of viewing or under¬ 
standing himself in light of the repressions which are brought out. 
The therapist reacts to the patient's words with challenges to his 
interpretations, confrontations of contradictions, and suggestions as 
to the existence of subtly apparent but unacknowledged motivations, 
so that the patient comes to see himself with new eyes. 

The therapist as educator looks for and values the choices the 
patient is making in the here-and-now. The problem of the patient is 
that he largely denies these choices. The therapist does not value 
one choice as opposed to another (including the choice of whether or 
not to be defensive), but rather he values the choice-making power of 
the patient, and he times and phrases his interventions to provoke 
the maximum awareness of choice. 
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\ The basis for evaluating the effectiveness of the therapist at 

this educational task is whether or not the patient responds to the 
| interventions in a way which says that he recognizes his world from 

| the therapist's description.25 The effective therapist in the 

i initial interview chooses his interventions in such a way as to evoke 

i. 

; in the patient the feeling that the therapist has just described 

| something about himself that he intuitively feels is true, but which 

he had not been able to fully comprehend or express until the thera¬ 
pist first pointed it out. 

It is important to distinguish here between "experiencing one¬ 
self and developing "intellectual insight,"26 When the therapist 
alerts the patient to his unacknowledged covert communication as it 
occurs (when he is caught in the process of trying to control while 
denying it), he is provoked to "experience" himself. This stands in 
contrast to abstract discussion of his strategy. The longer range 
goal of therapy is to transfer the source of experiencing oneself 
from the therapist to the patient. When this begins to happen, the 

patient's self-awareness has become something much more alive than 

j 

j introspection; it has become a spontaneous contact with and acknow- 

| ledgment of what arises in himself.27 

f 

I - 

j 

! 2 5van Dusen, "Existential Analytic Psychotherapy," p. 35. 

2 ^Beier, op. cit .. p. 54. 

1 

j ^Frederick Peris, Ralph Hefferline, and Paul Goodman, Gestalt 

| Therapy (New York; Delta Books, 1951), p. 75. 
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| D. Persuasion 

In any interpersonal communication there is a covert message 

i 

transmitted nonverbally along with the consciously intended overt 
message. In psychotherapy this is true of the therapist as well as 

! the patient. Any intervention which the therapist makes will commu- 

i 

nicate a contextual message as well as a verbal message. The focus, 

' timing, voice inflection, and bodily movements all combine to give 

the patient added information about the therapist and his values. 

» 

Especially important in communicating information to the 
patient is the focus of the therapist's interventions. For example, 
Beier points out that the standard therapeutic responses of inter¬ 
vention, reflection, and probing all steer the patient in the direc¬ 
tion of placing value on one aspect of his experience as opposed to 
another. 2 8 |n interpretive interventions the therapist covertly 
trains the patient to attach a certain newfound rational meaning to 
his experience. In reflective responses he trains the patient to 
place special value on his inner emotional reaction to the same 
experience. A probing intervention is also persuasive in that it 

I 

i 

I teaches the patient that the therapist especially values that aspect 

.) 

j of his experience upon which the question was focused. 

All therapeutic interventions are persuasive in that by their 

i 

( 

timing and choice of content they influence the patient to focus on 
1 that part of himself and his experience which the therapist feels to 


2 ®Beier, op. cit .. p. 58. 
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; be the most important at the moment. The patient, in a state of 

uncertainty about his own values, because of the therapist's dis- 
1 engaged asocial stance, is led by the therapist's interventions to 

j explore alternative values. In the permissive climate of the rela- 

j tionship the patient is not forced to accept the therapist's values, 

| but he is persuaded to explore them and supported in any attempt to 

experiment with them. 

t 

In essence, even though some therapists are not at times aware 
of it, the therapist inevitably influences the choice of content and 
j: value judgments of the patient in the therapeutic interview. The 

therapist who ignores this fact deceives himself, and thus falls into 
the pattern of unconsciously reinforcing emphasis upon certain topics 
through covert cues.29 The sensitive therapist, on the other hand, 
will not attempt to deny this phenomenon, but rather will capitalize 
on it by deliberately steering the selection of content areas in the 
direction most consistent with his therapeutic objective. 

Since the therapist cannot persuade the patient to place 
special value on all parts of his experience in the interview, he has 

I to be selective. This phenomenon is known as differential reinforce- 

) 

} ment.30 The various theories of psychotherapy can be evaluated with 

{ reference to differential reinforcement. "We can distinguish between 

different approaches. . .by a careful observation of what the 

I ^9Ibid.. p. 90. 

| 30nugh Storrow, "Psychotherapy as Social Learning," American 

j Journal of Psychotherapy . XX:1 (January 1966), 103. 
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J therapist reinforces, what he does not reinforce, and how he adminis¬ 

ters reinforcement."^ The task of the initial interview, thus, can 
be defined in one sense, by stating what part of the patient's pro- 
; duct ions the therapist prefers to reinforce through his interven- 

i tions. 

j Earlier it was stated that the patient, in his initial dis- 

appointment that the therapist is not going to help him make his 
self-idealizing strategy work better, may be motivated to return if 
he can contact some beginning awareness of his forgotten power of 

if 

choice. He feeis impotent inwardly, and therapeutic interventions 
which help him rediscover the existence of his choice-making power 
offer him a hope for a degree of potency in an unanticipated way. He 
came hoping to discover added power in being omnipotently ideal. He 
feels disappointed in this expectation, but is offered a different 
kind of hope, the hope that he is not after all a helpless victim of 
his inner or outer circumstances. 

1 

i 

The persuasive task of the therapist in the initial interview, 

\ 

| then, is one of intervening in such a way as to reinforce communica- 

■ ! 

j tions on the part of the patient which reveal his choice-making 

! power. The intent of such interventions is to foster an awareness of 

j 

j choice rather than to persuade the patient to make particular 

| choices. 


3, lbid. 
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IV. TYPES OF INTERVENTION IN THE INITIAL INTERVIEW 


There are numerous types of intervention relevant to the task 
of fostering a beginning awareness of choice on the part of the 
patient. The list of interventions discussed in this section is not 
exhaustive, but is suggestive of the key possibilities. 

A. Delay Responses 

Often the therapist is in the position of not being able 
immediately to sense the covert demand in a patient's expression. 

The therapeutic task in such moments is to remain emotionally dis¬ 
engaged while encouraging the patient to provide further information. 
Interventions of this nature are called "delay responses." Reactions 
such as "Hm, hm, go on, and tell me more about that. . .are not only 
listening devices but also the prototype of asocial responses which 
fail to reinforce the patient's expectation. "32 p 0 r example: 

Patient : I wonder if you are really qualified to help me. 

Therapist : Go on. 

As the therapist fails to give the socially expected response, 
the patient will feel uncertain and will probably try another way of 
evoking the needed reaction. Through having further chances at 
observing the patient's way of relating, the therapist can gain the 
information needed to understand the deeper intent and can then 
formulate a relevant response. 

32 Be ier, op, cit .. p. 51. 


i 
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| Studies have revealed that "the more specific a therapist's 

remark is, the more it reduces the patient's uncertainty and there- 

I fore his anxiety."33 Delay responses are especially productive in 

!. 

! the initial interview in that they are ambiguous and noncommittal in 

!' 

I nature. As such, they help to evoke in the patient the needed feel- 

| ing of beneficial uncertainty. 

i; 

i' 

B. Description 

l) 

: More specific in nature than delay responses are what can be 

' called "descriptive" interventions. As with delay responses, 

' descriptive interventions are asocial and serve to encourage further 

self-expression on the part of the patient. But they are more spe¬ 
cific in their persuasive effect, in that they influence the patient 
to begin to express himself with regard to one facet of his thoughts 
or feelings as opposed to others. 

Once the therapist has observed a certain amount of the 
patient's behavior through the vehicle of his permissive stance and 
{ delay responses, he begins to sense the most obvious clues to the 

;i 

patient's self-idealizing strategy. He then is in a position to 

i 

j 

■•) intervene in such a way as to focus the patient's attention on these 

; clues. 

Descriptive interventions can focus on the content of the 

1 33Benjamin Pope and Aron W. Siegman, "The Effect of Therapist 

Verbal Activity Level and Specificity on Patient Productivity and 
Speech Disturbance in the Initial Interview," Journal of Consulting 
Psychology . XXVI:5 (1962), 489. 

J 

) 

■ l 

i 
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patient's communication, his covert bodily, facial, or vocal expres¬ 
sions. Illustrative of such responses are therapist statements such 
as: "I noticed you smiled when you talked of being angry," "You gave 
a deep sigh when you said that," "Every time you start to say some¬ 
thing definite, you qualify yourself," and "You seem to interrupt 
yourself each time you start a sentence." 

Descriptive interventions are especially characteristic of 
gestalt therapists. A purpose of gestalt therapy is to help the 
patient to become aware of how he is functioning as a person.34 it 
is assumed by the gestaltists that the basic barrier to becoming a 
free person emotionally "is the tendency to accept as one's own only 
what one does deliberately - that is, 'on purpose. '"35 To the degree 
that a person is neurotic, he will try to avoid awareness of his 
covert communications and focus his attention entirely on what he 
deliberately wants. The neurotic feels that he cannot afford to 
allow himself to experience emotional conflict, so he needs to be 
helped through descriptive interventions to focus his attention on 
the evidence for emotional expressions which he has tried to deny. 

Interventions classed as descriptive thus have a "steering" 
effect, in that they influence the patient's attention away from his 
goal of curing his symptom and onto dynamics of the therapeutic 
interaction which he has tended to ignore, out of his need to make 
his self-idealizing strategy work. As such, descriptive interven¬ 
tions are not an end in themselves, but are designed to provoke the 

34perls, op. cit .. p. 17. 35ibid.. p. 75. 
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j patient to look for heretofore hidden motives and meanings. Descrip¬ 

tive interventions, in other words, pave the way for interpretive 
j interventions. 

C. Interpretation 

I 

j 

Once the therapist, through his initial descriptive interven¬ 
tions, has focused the patient's attention on the most obvious 
behavioral manifestations of his self-idealizing strategy, the 
patient will generally begin to be more open to the deeper meaning of 
| his behavior. He begins the relationship with no awareness of how he 

covertly reveals his idealized image. When his covert communication 
is described and thus made overt, it becomes more difficult to 
deceive himself completely. He begins to feel unsettled and less 
sure of who he really is and what he is trying to say. In other 
words, he is led to begin to question his assumptions about himself 
and to look for new and deeper meaning. Through descriptive inter¬ 
ventions he is thus readied for interpretive interventions. 

His responses to such interpretations generally reveal new and 
! more subtle evidences of his self-idealizing strategy in his emo- 

I 

j tional tone, verbal content, or bodily communication, which when 

i 

| noticed and described by the therapist offer opportunities for deeper 
interpretations. Thus a rhythm develops between delay responses, 
designed to gain more information before the therapist commits him- 
; self, descriptive interventions, and interpretive interventions. 

; The case of Bob Y. serves as an illustration of this process. 

j 

1 

S 

j 

•J 

1 
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The patient had spent several minutes assuring the therapist that he 
felt confident things were going to work out with regard to the 
recent crisis with his teen-age daughter. 

1. Therapist : You know, Bob, there seems to be a dominant theme 

to everything you say to me, and that is "every¬ 
thing is going to be all right." 

Patient : Yes, I guess I do tend to feel that way about most 

things. 

2. Therapist : What would happen if everything didn't work out all 

right? 

Patient : I would feel like I was weak. 

3. Therapist : I hear you saying that you have a need to feel that 

you are always being strong. 

Patient : You're right. I have tried to handle everything 

, myself in the past. I've got to stop doing that. 

4. Therapist : It seems that you are saying that you now should be 

strong at being weak. 

Patient : (looks guilty) I guess I've got to relax and be 

more natural. 

5. Therapist : No matter what you say, you preface it by "I've got 

to." 

Patient : (looks uncomfortable, then after a considerable 

pause speaks) Yeah, I've got to get over this. 

6. Therapist : I hear you saying that you have to be strong in 

getting over this. 

Patient : (looks quite frustrated with himself) I see what 

you mean. 

Intervention No. 1 was a descriptive intervention focusing 
attention on the theme of the patient's verbal content. Intervention 
No. 2 was probing in nature, provoking the patient to focus on feel¬ 
ings he had tried to ignore. These two interventions readied the 


I 
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j 

; patient for the interpretation offered at No. 3. The patient's 

r 

response to this first interpretation then revealed new evidence of 
I his self-idealization of "always being able to handle things without 

i 

having to depend upon anyone else." 

Intervention No. 4 gave added weight to the original interpre- 

i 

i tat ion, as it confronted the patient with the fact of his self- 

! 

j idealizing strategizing in the here-and-now of the therapeutic inter- 

i 

view. The therapist at No. 5 reverted to a descriptive intervention 
to focus the patient's attention on the subtle, but continued 
!; evidence of his strategy. The patient's response again revealed how 

controlled he was by his idealized image, and when the therapist 
pointed this out through his interpretation at No. 6, the patient 
finally faced the extent of his enslavement to his idealization. In 
doing so, he momentarily gave up his control of himself and his 
attempt to control the therapist by being strong at whatever trait he 
sensed the therapist valued. In the moment of feeling and expressing 
his total frustration with himself he became a person in the process 
of becoming. He, for the moment, was no longer a helpless victim of 

his idealized image, for he ideally would have never allowed himself 

I 

( the privilege of feeling frustration. 

■ Through the rhythm of descriptive and interpretive interven¬ 

tions, the patient was thus "caught in the act" of trying to make his 
idealization work in relationship to the therapist. The therapist 
phrased his interventions in such a way as to frustrate the patient 
; in his attempt to control, while at the same time helping him to see 

| his need to control and accepting him in this need. As a result, the 

i 
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patient was freed to experience and briefly accept the human part of 



himself which he had long repressed, the part which honestly could 
not handle everything. 

Next it is important to examine more specifically the princi¬ 
ples governing the timing and depth of interpretations in the initial 
interview. 

1. The timing of interpretations . The timing of an interpre¬ 
tive intervention should reflect a specific intent on the part of the 
therapist. The therapist should guard against making interpretations 
simply because he has gained some new understanding of the patient's 
problem. He "should be able to anticipate the patient's reaction to 
an interpretation and then voice it only if the anticipated reaction 
would be desirable at that time."36 

A specific danger in the use of interpretive interventions is 
that they can be premature in their timing and thus "serve to short- 
circuit or dampen the patient's experience of his own feelings."37 
At times interpretation can reassure a patient about certain painful 
feelings before he has fully experienced them. The therapist who 
consciously or unconsciously times his interpretations in such a way 
as to alleviate suffering on the part of the patient often prevents 
the patient from discovering the meaning of his suffering in terms 

36Hyman Spotnitz, "The Maturational Interpretation," Psycho¬ 
analytic Review . LI 11:3 (Fall 1966), 168. 

37jule Nydes, "Interpretation and the Therapeutic Act," 
Psychoanalytic Review . LI 11:3 (Fall 1966), 148. 
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of his self-idealizing strategy, this meaning revealing his forgotten 
power of choice. 

Illustrative of the importance of timing in offering interpre¬ 
tations is the case of Harvey K. He complained during the thera¬ 
peutic interview of the lack of respect shown to him as a high school 
teacher by his students. He had come for therapy because the stu¬ 
dents' attitudes threatened him to the point where he feared losing 
control. He stated that he could not "reason with the kids" and that 
he wanted to "stay on top." These two statements were connected by 
the therapist to form the interpretation that he possibly felt the 
need to stay on top of people through his power of reason. This led 
to a fruitful exploration of his acknowledged need to try to feel 
superior to others, culminating in the following interchange. 

Patient ; But what can I do about this? I don't like being this 
way. 

Therapist : What's wrong with trying to be superior? 

Patient : It makes me into the kind of person who is always 

looking for little ways of looking good and coming up 
with the right answer, and that's being small! 

Therapist : (si1ence) 

Patient : (A self-conscious grin breaks out on his face and he 

gives the therapist a knowing look as he realizes the 
implication of what he has said.) 

Therapist : In other words, the thing you don't like about trying 
to be superior is that a truly superior person would 
not always be working so hard at being superior. 

Patient : (smiles, looks frustrated, and sinks back into his 

chair, as he senses how controlled he is by his 
idealized image) 
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If the interpretation in this case had been offered a moment 
or two earlier in the discussion, the patient's discomfort over his 
symptom might have been temporarily lessened, but he would not have 
reached the deeper level of feeling discomfort about being dominated 
by his idealized image. The therapist avoided the socially expected 
response of becoming engaged in trying to help solve the patient's 
symptom, and instead used an asocial, probing response in order to 
elicit further information. In doing so, the discomfort of the 
patient over his symptom was not lessened but rather intensified. He 
was thereby enabled to search deeper within himself and to reach the 
source of his true pain which was concealed by his symptomatic pain. 
He was helped to distinguish between what was true and false in his 
self-image of victimization. He was not so much the victim of his 
students or of his inadequacy in commanding respect, but rather he 
was the victim of the absolute demands of his idealized image. 

This episode is illustrative of a general principle governing 

I 

therapeutic interpretations, and that is, "An interpretation is often 

.i 

| most effective when the pain of the patient's symptoms rises in 

intensity so that it becomes greater than the pain of the interpre¬ 
tation. "38 At such a point, as in the case of Harvey K., the inter- 

i 

| pretation comes as a relief and is welcomed as illumination. 

i ■ 

"j 2, The depth of interpretations . In evaluating the relation- 

(I 

ship between the depth of therapeutic interpretation and verbal 


38|bid. 
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J resistance by the patient, Joseph Speisman refers to a scale for the 

depth of interpretive activity known as the "D/1."39 This scale 
i covers seven levels of interpretive response, with the criterion for 

depth being the disparity between the focus of the therapist's 

j 

j 

| statement and the patient's self-awareness. Responses considered to 

i 

j be superficial were reflections or slightly modified restatements of 

| the patient's words. Interpretations classified as moderate in depth 

stated the content in a new manner or changed context. Interpreta- 
i tions considered to be deep were those which related to content 

jj beyond the awareness of the patient. 

Speisman's study suggests that moderately deep interpretations 
are the most fruitful in fostering the patient's explorations and 
lowering his resistance. Interpretations classed as moderate include 
statements which (1) refocus material of which the patient was 
aware, (2) connect two parts of the context of a patient's statement, 

i 

I 

(3) offer the patient a new awareness of his behavior in the thera- 

f 

j peutic interview, and (4) draw attention to the emotional messages 

] communicated through the patient's bodily and facial expressions.^ 

Moderately deep interpretations, Speisman contends, 

encourage free expression by producing a new frame of reference 
or by making new connection for materials which are close to 
consciousness. Deep interpretations if accurate impinge on 


39joseph C. Speisman, "Depth of Interpretation and Verbal 
Resistance in Psychotherapy," Journal of Consulting Psychology , 
xxil 1:2 (1959), 93. 

**°lb?d.. p. 94. 
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| materials at their most regressed states but do not stimulate 

expression because there is no direct connection with the 

I conscious ego.^1 

| Superficial interpretations connect only to what is already in 

the patient's awareness, and thus do not foster further exploration, 

j 

I as such, even though they are necessary at times as a means of let- 

i 

| ting the patient know he is being heard and encouraging him to go on 

I until a point is reached where a more substantial intervention can be 

i 

offered, 

A basic principle of interpretation in the initial interview, 

j; therefore, is that it should be directed to matters that have some 

connection to the patient's conscious thought processes or immediate 
behavior, rather than attempting to provoke the patient to jump from 
where he is in his awareness to a deep insight which has no connec¬ 
tion with his here-and-now behavior.^ When an interpretive response 
arises out of something the patient has just said or done and is 
obviously intended to provide information related to a question which 
the patient is beginning to feel he has reason to ask, then the 
patient feels that the therapist is going with him along a path of 
self-exploration. The therapist helps the patient by shining a light 
in the direction the patient has begun to look, but he does not try 
to tell the patient in a predetermined way which fork in the path to 
choose. 


Ibid .. p. 99. ^Nydes, op. cit .. p. 148. 


Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 



■> 

! 

» 


103 


i 

i 

i 


i 

t 

i 


i 


■i 

■i 


j 

S 




D. The Reverse Format 

Alerting the patient to his covert communication and its mean¬ 
ing in terms of his self-idealizing strategy is rarely sufficient in 
itself to spark a significant change of attitude in the patient. His 
emotional investment in maintaining his strategy is intense and it is 
often the case that he will intellectually acknowledge that he does 
indeed function the way the therapist describes, but he will continue 
to present himself as a helpless victim of that pattern within him- 
sel f. 

It is at this point that Corey's concept of the reverse format 
is of immense value. Instead of conflicting with the patient's com¬ 
mitment to his strategy, Corey proposes that the role of the thera¬ 
pist is to help him embrace it wholeheartedly. For, as Corey 
explains, "The self must embrace itself as it is in the here-and-now; 
that is, as a defensive self. Only after this has taken place can 
there be an ongoing, emergent reformation of the life forces - a 
rebirth into new life."^3 

In the reverse format the therapist tries to support the 
positive need which underlies the patient's defense by emphasizing 
the "good reasons" he has for being the way he complains he is. 

The following excerpt from one of Corey's interviews 
illustrates the reverse format concretely: 

^Douglas Corey, "The Use of a Reverse Format in Now Psycho¬ 
therapy," Ps^[choanal^t2c_Revlew, LI 11:3 (Fall 1966), 113. 
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Patient : I don't have anything to talk about today. 

Therapist : That's fine. 

Patient : Why do you say that? 

Therapist : Why not? You seem to be implying that it would be 
better if you talked in therapy instead of being 
silent. 

Patient : Well, wouldn't it? 

Therapist : Not at all. I can't see that talking is in any way 
superior to not talking. I take it if you don't want 
to talk today, it must be for a good reason. 

Patient : Actually, there are things I thought of discussing 

with you, but I guess I'm afraid; I don't know what 
you might think. 

Therapist : Well, I can see why you have chosen to be silent 

today. You are right; it is frightening to confide in 
someone when you don't know how they are going to 
react. You are very right; you don't know how I would 
react. 

Patient : Yes, you might think I was stupid and childish, too. 

Therapist : You are quite right; I might think that, and of 

course, neither of us would know how I might react 
until after you had told me whatever it was you had on 
your mind. There are no guarantees; living is risky 
business and is always frightening—which is just what 
you are tel ling me. 

Patient : Yes, but that's just my problem. I'm so introverted 

and shy, always afraid of people; this is really why I 
came to therapy. 

Therapist : It's understandable that you are afraid of people. 

People are unknown, spontaneous agents. Just as we 
were saying before, you wouldn't know how I would 
react unless you approached me and found out through 
your own experience. Only then would you really know, 
but this would cause you great anxiety. And, of 
course, this is one very good reason for keeping with¬ 
drawn from people; it controls this anxiety. 

Patient : But I can't go around being withdrawn all the time. 

That's not much fun. 
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Therapist ; There are disadvantages, of course, to being with¬ 
drawn. It's true you miss out on a lot, but there are 
certainly a lot of advantages to being withdrawn, too. 

Patient : You certainly are right. I don't like to get out and 

mingle with other people. But I was always made to 
feel there was something wrong with me, if I weren't 
more social. You mean it's really all right to be 
shy? 

Therapist : I can see no reason for a change, but I do see our 
time is up and we have to stop. 


Patient : Well, thank you. I have certainly enjoyed talking to 

you this hour. When is my next appointment? Do you 
think it would do me any good to come more than once 
a week? 


Therapist : I think that it would be worth a try, and then you, 
yourself, could tell whether or not it was more val¬ 
uable to you. 4 " 


This patient evidently had learned to control others into 
expressing the assertiveness she feared in herself by resorting to 
timid behavior, thereby placing others in the position of taking the 
responsibility for any interaction. The interchange, as described, 
illustrates the basic paradox of growth as it is seen in psycho¬ 
therapy. The patient, when frustrated in her attempt to control and 
at the same time affirmed in her need to be in control, then spon¬ 


taneously expressed the very part of herself she had felt compelled 
to conceal, that is - the bold, risk-taking side which was revealed 


when she asked about coming more often. 


The cost of his strategy which the patient complains about is 
not really his problem in therapy. His problem is that he denies 


f 

r 


/; 



^Ibid.. p. 118-9. 
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j that he has chosen this way to be. He attempts to control the thera- 

i 

pist in his usual ways by denying his "good reasons" and denying his 
denial in an attempt to be completely omnipotent, it is a funda¬ 
mental error, therefore, according to Corey, for the therapist to 
| imply in any way that the patient should not attempt to control 

i 

! through his neurotic strategizing. The reverse format therapist 

| transcends the denial defense by pointing out the good reasons for 

denial. Thus the patient in being supported in his defense is at the 
same time confronted with his choice and responsibility for the way 
j; he i s. 

The reverse format is a widely applicable and effective style 
of intervention. Its positive impact seems due to the fact that in 
its offer of support to the very means the patient is using to con¬ 
trol the therapist, it evokes the beneficial uncertainty so basic to 
a healing structure for psychotherapy. 

E. The Therapist's Self-Disclosure 

] There are those views of psychotherapy which see its healing 

power as coming basically from an open, spontaneous, emotionally 
transparent stance on the part of the therapist.^5 By contrast, 

• I 

•j 

i there are theories such as those already discussed (Haley and Beier) 

] which define the role of the therapist more in terms of technique. 

i 

| Haley's and Beier's style of therapy is admittedly manipulative, in 

j 

j __ 

^5sidney M. Jourard, The Transparent Self (Princeton: Van 
.Nostrand, 1964), p. 62. 
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Perhaps this second view is more honest in that all therapy is 
manipulative,^ and the first view a bit naive in its idealism of 
being spontaneous and nonmanipul ative, for without a doubt the "real," 
transparent therapist chooses his spontaneous emotional responses for 
clear-cut therapeutic reasons. To deny this is simply to confess to 
being an uninformed and ill-prepared therapist. 

But the most important point here is that the contradiction 
between the two views is more apparent than real. For both kinds of 
therapist, by their stance, defeat the patient in his attempt to 
control while accepting him in his need to control. Haley and Beier 
create the climate of beneficial uncertainty through deliberate 
asocial and ambiguous responses. The "real" or transparent therapist 
achieves the same end by focusing on his own emotions and responding 
openly with them, rather than giving socially expected responses in 
the interaction with the patient. The patient has learned that 
through covert cues, he can evoke needed emotional reactions in 
others, while denying his intent. In the usual social situation, 
other people will not risk directly expressing feelings which have 
been covertly evoked, because if they do the neurotic can easily deny 
any responsibility for creating such reactions, since his overt 
behavior normally contradicts his covert communication. The skillful 
therapist, however, can avoid this trap of making the patient more 


^London, op. cit .. p. 157. 
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| defensive, if he phrases his self-disclosure in such a way that it 

! exposes in a nonjudgmental tone the double communication of the 

! patient. When the therapist responds openly with the very feelings 

r 

the patient has secretly been trying to evoke, while pointing out the 

i 

j covert behavior which has produced his reaction, the patient's usual 

\ 

[ means of control is disarmed . He is no longer able to use incongru- 

! ent communication to control, for the incongruence has been exposed 

[■ 

and he is provoked to examine his hidden need which has led him to 
this form of behavior. Some form of new and spontaneous behavior is 
j; likely to result. 

Illustrative of the use of therapist self-disclosure to pro¬ 
voke deeper self-awareness and spontaneity is the case of Edith S. 

She had earlier expressed discomfort about the therapist looking 
directly at her. The following interchange occurred, then, after a 
few minutes of her complaining about how rough it was to have to keep 
changing jobs because of difficulties with employers. 

Therapist : I find my attention wandering as you talk, Edith. I 
become sleepy and bored, and I'm asking myself if you 
have some reason for acting like you want help while 
at the same time preferring that i don't pay attention 
j to you. 

I Patient: (pause) Well, I told you I don't like you staring at 

me. 

■! Therapist : Why? 

Patient : Because if you don't look at me, you won't pester me 

or make demands. 

j Therapist : So you talk to me in such a way as to provoke me to 

; lose interest. That way you can feel safe from being 

j bothered. 


' I 
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Patient : (tears) 

Therapist : (pause) What are your tears saying? 

Patient : I'm afraid I've hurt you by not sounding interesting 

and losing your attention, because I know you want to 
help. 

Therapist : In other words, since you are afraid you will dis¬ 
appoint me by openly resisting my expectations, you 
protect yourself by making me lose interest. That way 
you aren't pressured and I'm not hurt. 

In this case, the therapist, through the disclosure of his 
bored feelings, provoked the patient to examine her covert communica¬ 
tion which contradicted her overt request for help. She was thus 
helped to contact her hidden need and was led to spontaneous behavior 
(tears) as a result. 

Therapist self-disclosure, then, is an added type of thera¬ 
peutic intervention which can help to establish beneficiai uncer¬ 
tainty and energize the patient's dormant power of choice in the 
initial interview. 


V. SUMMARY 

( 

In summary, the objective of the initial therapeutic interview 

i 

j is to foster a beginning awareness in the patient of his self- 

i 

! idealizing strategy as it is revealed in the immediate interaction of 

| the therapeutic relationship. The therapist implements this objec- 

j tive by adhering to a disengaged, permissive stance designed to evoke 

i beneficial uncertainty, and by choosing interventions which lead the 

1 

patient to examine the most obvious manifestations of his strategy in 

| 

S the here-and-now. 
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; The intent of the therapist is not in any sense to force 

| insight or awareness onto the patient. The aim is to influence the 

j patient to disengage himself just enough from what he is doing and 

saying to examine how and why he is functioning as he is. If the 

| 

therapist can provoke the patient to examine what has heretofore been 

. i 

| so apparently obvious that it has never been understood in terms of 

j its covert meaning, then he has taken the first step in freeing the 

i 

patient to pursue the process of becoming. 

The goal of the therapist is defined as examination rather 
j> than insight, because if the patient is too threatened to accept a 

deeper meaning to his behavior and defends himself against the 
intended focus of the therapeutic intervention, the therapist's task 
is simply to shift the focus of attention to the most obvious mani¬ 
festation of the patient's need to defend himself. The aim is not to 
persuade the patient to stop doing what he is doing, but rather it is 
to persuade him to examine more fully what he is doing and why he is 
doing it. 

This objective of the initial interview is designed to provoke 
the least amount of defensiveness and the greatest amount of self- 

j acceptance on the part of the patient. The therapist is under no 

. j 

‘ pressure to try to "change" the patient in the sense of needing him 

'i 

to be less defensive. He can go with the patient in whatever direc¬ 
tion his defensive strategy takes him, while provoking the patient to 

■| 

1 refocus his attention from the conscious intent of his behavior to 

‘j its covert implications. 

i 
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| In essence, the basic problem of the patient entering psycho¬ 

therapy is that he cannot see and accept himself as he is;**? that is, 
| a person who has indeed been victimized by his past, but who uses his 

past victimization to defend against awareness of his present self- 

i 

j idealizing strategy. It is the therapist's beginning task to foster 

i 

! an awareness of this strategy and thus to take the first step in 

i 

j freeing the patient to energize his forgotten power of choice. 

^Corey, op. cit .. p. 110. 
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SUMMARY AND CONCLUSIONS 

i 

t 

In the introduction to this paper it was stated that a defini- 

i 

| tion of neurosis from the perspective of omnipotent self-idealizing 

! strategizing was felt to be the most: (i) descriptive in terms of a 

j theological understanding of neurosis, (2) teachable to patients, and 

(3) fruitful in terms of the need of the patient to become aware of 
his self-actualizing potential. The body of this paper reflects the 
attempt to substantiate this contention. 

ir 

It has been shown that neurosis is rooted in the frustration 
of the infantile need to develop inner phantasies of omnipotence. 

When the infant cannot perceive his parent figures as dependable 
enough to explain their predictable behavior as due to his own 
imagined power, he will seek to control them in reality instead of 
phantasy. His need to be in control results in a fixation on an 
idealized image and the development of a self-idealizing strategy of 
life, in which he idealizes one side of certain emotional polarities 
and represses the other side. Through his strategy he attempts to be 

( 

I in constant control of his inner and outer world, 

j Essential to the neurotic's power of control is his denial of 

j control, for to admit or attempt control openly would be to acknow- 

j ledge the autonomy of the external world and his own lack of omni¬ 

potence. Thus the neurotic generally complains about the cost of his 
strategy and presents himself to the therapist as a helpless victim 
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| of inner or outer forces. Through his self-image of victimization he 

I 

j. attempts to manipulate the therapist into being an omnipotent parent 

| who will save him from these forces. The symptom, or presenting 

complaint, in psychotherapy can be generally understood, therefore, 

! 

j as the patient's way of complaining about the cost or breakdown of 

| his strategy. 

I 

i The initial therapeutic contact presents the therapist with a 

f 

critical choice: namely, should he engage himself in attempting to 

l 

| meet the patient's request for help with his symptom, or should he 

S frustrate the patient by confronting him with the hidden meaning of 

his symptom in terms of his self-idealizing strategy? The thera¬ 
pist's choice of therapeutic strategy reflects his image of the 
nature of man. The therapist who does not recognize man's inevitable 
striving for absolute value will probably focus on helping the 
patient to change some specific behavioral trait. Some such thera¬ 
pists attempt to help the patient ease the cost of his strategy, but 
more commonly they engage themselves in helping the patient to 
express his repressed side. In either case, however, the implication 
is that there is a specific behavioral pattern that a patient should 
i emulate in order to become healthy or mature. The therapist thus 

• 'I 

infers that the basic problem of the patient is related to his 

:{ 

behavior, rather than to the meaning of his behavior. Such therapy 
is essentially moralistic in nature. In Tillich's terms, it acti- 

1 vates the law as command rather than structure. 

.1 

| Therapists of this persuasion may very well help to free the 
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j patient from his neurotic symptom, but they fail to capitalize on the 

j 

! pain of the symptom to help free the patient to pursue the process of 

J becoming a whole person. For to relate to another person as an 

authority who says,“This is what you should do, or feel, or be," is 

j 

j simply to substitute one idol for another. In order to break the 

. ! 

j patient free from a fixation on a relative object (his idealized 

i image), such a therapist covertly encourages the patient to fixate on 

his authority. Even though the patient's symptom may be lessened, he 
may, in fact, be no freer in the sense that he is likely to fixate on 
the polar opposite of his idealized quality. The patient thus 
becomes "finished" when he accepts the therapist's judgment as to how 
he should feel or act. 

The therapist who capitulates to the request to focus therapy 
on taking away the pain of the symptom does the patient a grave 
injustice, for it is at the point where the patient feels the pain 
acutely enough to ask for help that he is most open to facing its 
deeper meaning. He is the most open because the very act of asking 
j for help is by implication an admission that he is not able to be 

j omnipotent. He is plagued by the knowledge that he cannot control 

j the pain of his symptom. To help him control or alleviate the cost 

' ! 

) of his strategy is to take away the one means of his facing the 

J reality that he is not omnipotent, but a human being who has been 

i 

j stifled in the process of becoming. 

! Implicit in the definition of the role of the therapist in 

this paper is the belief that the basic need of man in his essential 
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j nature is to integrate ail of the polarities of emotional experience 

i 

| and overt action into a wholeness built upon a commitment to express 

| freely any partial aspect of his personality as it is needed to ful- 

| fill his unconditional moral imperative at a given momentj This 

i 

| means that the basis for what is good for an individual must be 

i 

! decided in the context of his process of becoming, his openness, his 

| quest to fulfill his potential. 

The therapist who thus recognizes man's need to pursue the 
process of becoming will disengage himself from the patient's overt 

ji 

complaint and observe the covert communication in order to discover 
the patient's idealized self-image. To the degree that the therapist 
can educate the patient to an awareness of how he absolutizes his 
idealized image, he provokes in the patient a reawakening of his for¬ 
gotten power of choice. 

Such a therapist recognizes the depths of the human psyche in 
terms of its striving for ultimate meaning, and is sensitive to the 
true guilt of the patient underlying his symptomatic guilt. He 

i 

avoids making either side of the neurotic guilt syndrome the basic 
focus of therapeutic concern. He scrupulously avoids trying to 
alleviate both the guilt associated with the ability to maintain the 
idealized image and the guilt of being unable to express one's 
repressed side. Instead, he focuses on the reason for the double 
load of guilt in terms of one's self-idealizing strategy. This type 

Ipaul Tillich, "What is Basic in Human Nature," Pastoral 
Psychology . XIV:131 (February 1963), 16. 
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I of therapist, in Homey's words, tries 

to make the patient aware of his idealized image in all its 
detail to assist him in gradually understanding all its functions 
and subjective values, and to show him the suffering that it 
inevitably entails. He will then start to wonder whether the 
i price is not too high.^ 

i 

t 

I 

j The presenting symptom in psychotherapy, then, is a clue to 

I the existence of a basic, underlying strategy of life in which the 

| patient is trapped and which is stifling his freedom to become what 

he potentially could be. He does not know it but the double load of 
guilt that he feels is neurotic guilt which is impossible to absolve, 

i; 

ji for it is a reflection of his trying to live up to an impossible 

task; that is, he is compulsively striving to live up to the demand 
of his idealized image while at the same time trying to find a way of 
expressing his repressed side when he feels the need for it. The 
symptom, so long as it is seen as the patient's basic problem, con** 
ceals the patient's true guilt related to his worship of a false 
absolute. Thus he continues to be enslaved by his idealized image 
and suffocated by his neurotic guilt. He remains fixated on finding 
i salvation by works. "The tranquillizing of symptoms before their 

j depth meaning is understood is therefore a tragic and inhuman 

: approach to treatment."3 

i 

1 In summary, the essential theme of this paper has been that 


^Karen Horney, Our Inner Conflicts (New York: Norton, 1945), 

p. 114. 

^Carroll Wright, "The Authenticity of the Inauthentic Self," 
(unpublished paper, 1967), p. 5. 
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the patient in psychotherapy has surrendered his power of choice by 
enslaving himself to an idealized self-image and that he denies his 
power of choice by the way he presents himself to the therapist. The 
therapist in his initial contact with the patient is faced with the 
choice of repairing the patient for more neurotic striving or foster¬ 
ing the patient's freedom to become a whole person. 
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